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VIRTUALLY 

NO 

DECREASE 

IN 
STAPHYLOCOCCAL 
SENSITIVITY 


OVER AN 8-YEAR SPAN ...TO 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 
An outstanding and frequently reported characteristic of CHLOROMYCETIN! 8 “...is the fact 
that the very great majority of the so-called resistant staphylococci are susceptible to its action.”! 
In describing their study, Rebhan and Edwards? state that “...only a small percentage of strains 
have shown resistance...” to CHLOROMYCETIN, despite steadily increasing use of the drug 
over the years. 
Fisher observes: “The over-all average incidence of resistance, for the 31,779 strains [of staph- 
ylococci] through nine years was about 9%.” Finland4 reports that, while the proportion of 
strains resistant to several newer antibiotics has risen to between 10 and 30 per cent, such resist- 
ance to CHLOROMYCETIN “... has been rare even where this agent has been used extensively.” 
Numerous other investigators concur in these findings.5-8 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged 
or intermittent therapy. 


References: (1) Welch, H., in Welch, H., & Finland, M.: Antibiotic Therapy for Staphylococcal Diseases, New York, 
Medical Encyclopedia, Inc., 1959, p. 1. (2) Rebhan, A. W., & Edwards, H. E.: Canad. M. A. J. 82:513, 1960. (3) Fisher, 
M. W.: Arch. Int. Med. 105:413, 1960. (4) Finland, M., in Welch, H., & Finland, M.: Antibiotic Therapy for Staphy- 
lococcal Diseases, New York, Medical Encyclopedia, Inc., 1959, p. 187. (5) Bercovitz, Z. T.: Geriatrics 15:164, 1960. 
(6) Glas, W. W., & Britt, E. M.: Management of Hospital Injections, in Symposium on Antibacterial Therapy, Michigan 
& Wayne County Acad. Gen. Pract., Detroit, September 12, 1959, p. 7. (7) Staphylococcal Infections in Pediatrics, 
Scientific Exhibit, Commission on Professional and Hospital Activities, 108th Ann. Meet., A. M. A., Atlantic City, 
June 8-12, 1959. (8) Robinson, H. M., Jr.; Robinson, R. C. V., & Raskin, J.: Postgrad. Med. 27:522, 1960, 
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Obviously it will be impossible for us to dis- 
cuss the entire problem of injuries to the brain 
and skull in the 20 minutes at our disposal. Ac- 
cordingly, in this limited time I shall try to touch 
upon a few important points and a few matters 
which have been receiving special attention re- 
cently. 

It is hardly necessary to stress the point that 
every patient who has sustained a cranial injury 
should be carefully examined. Every patient who 
has been rendered unconscious as the result of an 
injury to his head should be admitted to a hospi- 
tal and kept under close and careful observation 
for at least 24 hours. Particular attention should 
be paid to the patient’s state of consciousness, 
the size and reaction of his pupils, and the pres- 
ence or absence of paralysis or muscular weak- 
ness of his extremities. 

In years gone by, it was customary to take 
and record the pulse rate, respiratory rate and 
blood pressure at frequent intervals. Such data 
are actually of relatively little value in them- 
selves. Usually alterations in the patient’s condi- 
tion should have been detected before significant 
changes have occurred in these vital signs. The 
chief value of having these signs recorded is that 
we can then be relatively sure that the nurse will 
see the patient at frequent intervals, and if she 
has been properly trained, she will note any sig- 
nificant changes in the patient’s condition and 
notify the physician. This latter point is of no 
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little importance. Merely recording the changes 
in the chart is not sufficient. The nurses must 
recognize the importance of notifying the physi- 
cian of such changes, and the physician must be 
prompt in responding to the nurses’ call. I was 
once called in a case in which important changes 
in the patient’s state of consciousness, in the size 
and reactions of the pupils and in the respiratory 
and pulse rates were noted by the nurses, re- 
corded in the chart and the patient’s condition 
allowed to decline until a fatal issue was unavoid- 
able. The physicians in charge of this particular 
case were not notified until a very slow pulse and 
Cheyne-Stokes respirations had developed, and by 
the time they could respond, artificial respiration 
had become necessary. 

X-ray examination of the skull is seldom an 
emergency requirement. Exceptions to this state- 
ment are those cases in which an immediate oper- 
ation is planned or in which a compound fracture 
of the skull or extradural hematoma is suspected 
or is possible. Eventually, however, an x-ray ex- 
amination of the skull should be made in all cases 
of craniocerebral trauma. Errors should be made 
on the side of too many x-ray pictures rather than 
failing to take any. 


Traumatic Extradural Hematoma 


Progressive impairment of the state of con- 
sciousness and the development of inequality of 
the pupils in a patient who has been injured re- 
cently most commonly indicate the development 
of an intracranial hemorrhage. Such an occurrence 
heralds the onset of one of the real acute emergen- 
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cies in surgery, one which demands immediate 
action. An incident in our own immediate surgical 
family at the Chicago Wesley Memorial Hospital 
illustrates this point, and also demonstrates the 
fortunate outcome which can result if all those re- 
sponsible are alert to the situation. In this case a 
young intern not long out of medical schoo] was 
the hero. The supervisor of our operating rooms 
gave a lecture on operating room technics at a 
hospital in Rockford, Ill. As she was driving back 
to Chicago following her lecture, she was involved 
in an automobile accident. She was promptly re- 
turned to the hospital where she had just lec- 
tured. She did not think she had been seriously 
injured, but the intern who admitted her noted 
that she was becoming increasingly drowsy. He 
suspected that a subdural hematoma was develop- 
ing. He immediately took steps to prepare the 
operating room for an emergency craniotomy. 
He notified the attending neurological surgeon, 
Dr. John H. Van Landingham, who responded 
promptly. In the meantime the patient became 
somewhat confused, and one pupil became dilated 
and reacted less well to light. At operation, Dr. 
Van Landingham found an extradural hematoma 
in the temporal fossa due to a hemorrhage from 
a torn middle meningeal artery. The hematoma 
was evacuated and the bleeding controlled. Our 
supervisor made a rapid recovery and was soon 
back in charge of our operating rooms. This is 
an ordinary story. There are many like it, but it 
illustrates the importance of prompt recognition 
and prompt action. In cases such as this even a 
few hours can easily mean the difference between 
a complete recovery and death. 

Not all traumatic extradural hemorrhages are 
from the middle meningeal artery or in the tempo- 
ral fossa, although most of them are. We may also 
see extradural hemorrhages from the intracranial 
dural sinuses, particularly the sagittal or the 
lateral. Extradural hemorrhages usually are as- 
sociated with fractures of the skull—fractures 
which tear the responsible blood vessel. There are 
exceptions and they must be borne in mind, but 
they are uncommon. Whereas, however, most of 
the fractures which are associated with tears of 
the middle meningeal artery are merely linear 
ones in the temporal bone across the artery, the 
ones associated with extradural hemorrhages from 
the dural sinuses are usually different. The blood 
in the middle meningeal artery is under arterial 
pressure—under sufficient pressure to force its 
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way between the dura mater and the bone and to 
compress the brain. This is not true of the blood 
in the dural sinuses. There the pressure is low 
and not higher than the pressure in the brain and 
in the cerebrospinal fluid in and about the brain. 
The pressure in the dural sinuses is not sufficient 
to strip the dura mater away from the bone. 
Hematomas can form from tears in the dural sin- 
uses only when the dura mater has been stripped 
away from the bone by the fracture. This lesion 
occurs either with depressed fractures or with 
fractures which were depressed at the time of in- 
jury. Because of the low pressure such hematomas 
develop slowly and often are associated with fluc- 
tuating symptoms because of the lower pressures. 
Such a hematoma should always be suspected in 
the patient who is not doing well or who is grow- 
ing progressively worse and who has a fracture 
across either the sagittal or the lateral sinus. 


Traumatic Subdural Hematoma 

Other hematomas which develop intracranially 
as the result of injury to the head are the sub- 
dural ones. In fact, subdural hematomas of the 
various types are much more common than extra- 
dural ones. These hemorrhages must be divided 
into three types as each type is associated with 
somewhat different symptoms and a different 
prognosis. The acute subdural hematoma is fortu- 
nately rare. Hemorrhages of this type develop 
rapidly following injury to the head. The patient 
usually never regains consciousness from the 
initial concussion. He soon sinks deeper and deep- 
er into coma and in spite of all efforts soon dies. 
Such a patient has sustained a severe injury to 
some fairly large intradural artery or vein. Be- 
cause the dura mater and the brain are readily 
separable, the blood promptly flows into the sub- 
dural space and over the surface of the brain. It 
meets with no restraint. The brain is soon serious- 
ly compressed. There are seldom if ever any clini- 
cal indications as to which blood vessel has been 
divided, making it impossible for the surgeon 
to attack the bleeding point. Furthermore, the 
compression of the brain occurs so rapidly that 
the brain has no opportunity to adjust to this 
space-occupying lesion. Severe cerebral edema 
develops, the medial surface of the temporal lobe 
is forced through the opening in the tentorium 
cerebelli, the midbrain and its venous blood ves- 
sels become compressed, and irreversible hemor- 
rhages soon appear in the brain stem which cause 
the death of the patient. 
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Subacute subdural hematomas are usually as- 
sociated with severe contusion and laceration of 
the temporal or frontal lobes of the brain. The 
hematomas develop from the bleeding of the torn 
cortical vessels. The symptoms usually appear 
within a few days to two weeks after the injury, 
They are the symptoms of generalized cerebral 
dysfunction—increasing drowsiness, disorientation 
and confusion, headaches and vomiting and some- 
times convulsions, plus manifestations of localized 
disturbances of cerebral activity such as unilateral 
weakness of the extremities with associated dis- 
turbances of reflexes, and difficulties with speech, 
comprehension and reading. Sensory and visual 
disorders are uncommon. If the condition is not 
promptly recognized and relieved, stupor, coma, 
decerebrate rigidity, Cheyne-Stokes respiration 
and death develop fairly soon. 


The following case not only illustrates the de- 
velopment of a subacute subdural hematoma but 
also the fact that such a hematoma may result 
from an unusual type of trauma. In this case the 
patient did not hit his head directly but slipped 
on the ice and fell on his buttocks. The hemor- 
rhage undoubtedy resulted from the indirect trans- 
mission of the jarring force to his head. 


Case 1.—A cook, 63 years of age, was admitted to 
the Chicago Wesley Memorial Hospital on Feb. 2, 1955. 
On January 27 he slipped on the icy sidewalk and fell, 
landing on his right hip. So far as is known, he did not 
strike or injure his head. He was well for three days. 
He then began to suffer from headaches and became 
apathetic, confused and somnolent. 


On admission, examination revealed a somnolent Jap- 
anese man. The cranial nerves seemed intact except for 
a questionable slight weakness of the left lower portion 
of the face. There was some retinal arteriosclerosis. No 
sensory loss could be detected, but a detailed examination 
was not possible. There was no obvious muscular weak- 
ness. The tendon reflexes were more active in the right 
upper extremity than in the left. Those in the lower 
extremities were equal; Babinski’s sign was not present. 
There was a slight stiffness of the neck. A lumbar punc- 
ture was made. The initial pressure of the spinal fluid 
was 280 mm. The fluid was clear and colorless. The 
total protein content was 28 mg. per hundred cubic 
centimeters. X-ray examination of the skull gave nega- 
tive results. 


Shortly after admission the patient was operated up- 
on, and subdural hematomas were found bilaterally and 
evacuated through burr holes in the posterior temporal 
regions. He became more alert in the operating room 
and stated that his headache was relieved. The next 
morning he was much better, but that afternoon he again 
became somnolent, his right pupil dilated and a left 
hemiparesis developed. He was again operated upon that 
afternoon, February 4. A right subtemporal decom- 
pression was made, and a rather large amount of old 
blood, some of it clotted, was removed from the subdural 
space. Again his condition improved promptly, but the 
improvement did not persist. Once more he became 
lethargic. A lumbar puncture revealed a pressure of only 
150 mm. of fluid. Nevertheless, because of his deteriorat- 
ing condition, he was taken back to the operating room 
on February 7, and bilateral burr holes were made in 
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the frontal regions. Subdural hemorrhagic cysts were 
found bilaterally. These were separate from and did not 
communicate with those previously exposed and evacuat- 
ed. Following this operation he improved steadily. The 
next morning he was able to converse freely in Japanese 
as well as in English. On February 12 he sat on the edge 
of his bed. On February 14 he walked with assistance 
and on February 21 he was discharged from the hospital. 
He recovered completely and soon returned to work. 
He continued to work until the summer of 1959 when 
he retired at the age of 67 years. He is still in good 
health. . 

Discuss1on.—This case illustrates the appear- 
ance of serious neurological complications from 
the development of multiple subdural hematomas 
a few days following an unusual indirect cranial 
injury resulting from the patient’s having fallen 
on his buttocks. It also illustrates several other 
important points. First, a subdural hematoma, 
especially a subacute one, may be incompletely 
evacuated through burr holes. As a result, re- 
operation with a wider exposure and possibly a 
subtemporal decompression may be _ required. 
Second, it is not uncommon for the patient to 
have bilateral subdural hematomas, and such 
should always be looked for whether or not the 
patient’s symptoms indicate their presence. Third, 
it is by no means rare for a patient to have two 
separate subdural hematomas on the same side of 
the skull which do not communicate with each 
other. Whenever the patient’s condition is not 
progressing satisfactorily, such a possibility must 
be considered. Lastly, it should again be pointed 
out that the level of the pressure of the cerebro- 
spinal fluid and the findings on examination of 
that fluid are not reliable criteria in recognizing 
the presence of a subdural hematoma. In many 
cases the best way to establish the diagnosis is to 
make bilateral burr holes in the skull. 


Chronic subdural hematoma is actually quite 
a different condition. The patients usually belong 
in the older age groups, and the incidence of 
chronic alcoholism in those in whom chronic sub- 
dural hematomas develop is high. Here the re- 
lationship to craniocerebral trauma is often re- 
mote or not apparent. The following case is typi- 
cal of this group in several ways. Notably, the 
patient was a chronic alcoholic, and we elicited no 
history of trauma. The case also illustrates 
another important point. The localizing neuro- 
logical signs which are reliable in the case of 
most lesions of the nervous system may be mis- 
leading in cases of subdural hematoma. In this 
case the hematoma gave rise to changes in the 
arm and leg on the same side as the hematoma 
rather than on the opposite side. The findings on 
examination of the spinal fluid—moderate eleva- 
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tion of pressure, a faintly yellow fluid and a slight 
increase of protein—were typical of this condition. 


Case 2.—A 49 year old man was referred by Dr. W. 
Sittler and Dr. D. Raines of Chicago. He was admitted 
to Chicago Wesley Memorial Hospital on Aug. 31, 1958. 
He was said to have consumed large amounts of alcoholic 
beverages for several years. 

There was no history of injury, and the patient was 
apparently well until August 22 when without apparent 
cause he lost consciousness at work and remained semi- 
stuporous. He was taken to another hospital, where his 
condition improved. He was discharged on August 29. 
Later that same day he again became unresponsive. His 
condition continued to deteriorate, and he was admitted 
to Chicago Wesley Memorial Hospital on August 31 in 
a semistuporous condition. His pupils were round and 
equal and contracted to light. He moved all four extrem- 
ities in response to painful stimuli. There was no in- 
equality in his reflexes, and Babinski’s sign was not 
elicited. On spinal puncture the pressure was 330 mm. 
of fluid. The fluid was slightly xanthochromic. The 
total protein content was 54 mg. per hundred cubic 
centimeters. X-ray examination of the skull gave nega- 
tive results except for a slight shift of the calcified pineal 
gland toward the right side. 

The following day he was more stuporous. There 
appeared to be a weakness of the right side of the face, 
the right extremities were moved less than the left, the 
tendon reflexes were more active on the right, and Babin- 
ski’s sign was present on the right. He was operated 
upon that morning. The left side was explored first, and 
no abnormality apart from an increased intracranial 
pressure was found. Accordingly, a subtemporal decom- 
pression was then made on the right side, and a very 
large subdural hematoma was found and evacuated. 
Improvement began immediately and progressed rapidly. 
He was discharged from the hospital 12 days later. He 
soon returned to work and has remained well since. 


Fractures 


Although the presence or absence of a fracture 
of the skull is commonly of great concern to the 
family, the patient and the lawyer, it is much 
less important from a strictly medical viewpoint. 
Most fractures of the skull are of the linear 
variety and such fractures of and by themselves 
are seldom of any importance, except that they 
do indicate that the patient has sustained a 
craniocerebral injury. Depressed fractures are 
always associated with more or less injury to the 
underlying brain. The damage which is done to 
the brain usually occurs at the time of injury. 
Nevertheless, we would subscribe to the common- 
ly held view that it is usually best to elevate such 
fractures. In most cases this procedure should be 
done for the patient’s peace of mind if for no 
other reason. If, however, it is not compound, the 
elevation of a depressed fracture is seldom an 
urgent matter. 

Compound fractures always present added 
problems as they provide potential pathways by 
which infection may enter the meningeal spaces 
or the brain. This observation is true regardless of 
whether the fracture communicates to the outside 
or with the paranasal sinuses or the ear. Anti- 
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biotics have greatly decreased the seriousness of 
injuries of this type, but have not altered the need 
for prompt cleansing, and debridement of such 
wounds and elevation of the depressed bony 
fragments. Whether the individual fragments will 
be retained or discarded will depend in large 
measure on how soon the wound is operated upon, 
how great the contamination is, and how large 
the fragments are. Whenever it appears feasible, 
large fragments should be replaced in the defect 
in the skull. Of course, antibiotic therapy should 
be continued for some time after the wound has 
healed, and in those instances in which there is 
evidence that a fracture has extended into the 
roof of the nose, the paranasal cavities or the ear, 
such therapy should be continued for a minimum 
of two weeks regardless of how complete the 
patient’s recovery appears to be. 

Fractures which extend into the nose and 
paranasal sinuses may be associated with the de- 
velopment of air in the ventricular system or air 
in a cavity in the brain substance, and with an 
intracerebral abscess. Air within the skull second- 
ary to a craniocerebral injury is almost always 
indicative of a communication with the nose. Clos- 
ing of such communications may take place spon- 
taneously and the air be absorbed. If this does 
not occur fairly promptly, the patient should be 
operated upon, the communication with the nose 
closed and the air within the brain released. If 
an abscess has developed, the pus should be evacu- 
ated and the cavity treated properly. 


General Measures 


Thus far we have dealt with specific situations 
which may occur in patients with craniocerebral 
injuries. Now I should like to discuss with you 
certain general measures in the treatment of these 
patients. 


Adequate Airway 


Certainly the most important single factor in 
the care of the comatose patient is the mainte- 
nance of an adequate airway, and one might also 
say, the most commonly neglected. No uncon- 
scious patient should be allowed to lie flat on his 
back. In this position fluids will accumulate in the 
pharynx and even run down the trachea. The 
respiratory exchange will soon become inadequate, 
and pneumonia will probably develop. Such a 
patient should be turned onto the abdomen and 
maintained in a three-quarter position with a 
pillow or other support under one shoulder. It 
may also be desirable to elevate the foot of the 





= & th oe 18 ee 


= eS | =. = me 


o> mee 





J. Frorma M.A. 
SerreMBER, 1960 


bec. In this position secretions will run from the 
mouth, no fluid can accumulate in the pharynx, 
and drainage of the tracheobronchial tree will be 
encouraged. Even this measure will not prevent 
the accumulation of thick mucus in the trachea. 
When this happens, or when it is obvious that 
the patient’s respiratory effort is unduly labored 
or that his respiratory exchange is inadequate, a 
tracheotomy should be performed without delay. 
I know of no other single procedure which will 
produce as dramatic improvement in the patient’s 
condition, in properly selected cases; infrequently, 
it will convert what appears to be a completely 
hopeless situation into one of prompt and con- 
tinuing improvement which will lead on to ulti- 
mate recovery. The following case illustrates this 
point and the importance of continuing effort 
even in the face of what may appear to be hope- 
less odds. 


Case 3.—A 48 year old pullman car attendant at 
about 1:30 p.m. on Oct. 2, 1956, was struck over the 
head and robbed. He was taken by the police to another 
hospital. His wife said that he was conscious at that 
time, but complained that his left arm was paralyzed. He 
was transferred to the Chicago Wesley Memorial Hos- 
pital where he was admitted at 3:10 p.m. in a semi- 
stuporous, restless condition. His respirations were labor- 
ed, and the left cheek blew out more than the right on 
expiration. The right pupil was larger than the ieft, but 
both reacted to light. There was a soft swelling over the 
right parieto-occipital region. The right leg was spastic, 
the left flaccid. He threw the right arm and leg about 
violently, but not the left ones. Babinski’s sign was 
present on the right. He vomited twice shortly after ad- 
mission. X-ray examination of the skull revealed a de- 
pressed fracture in the right parietal area. The stupor 
was deepening, and it was recognized that he probably 
had a right extradural hematoma. He was taken directly 
to the operating room, and under local anesthesia the 
depressed fragments were removed, exposing a massive 
extradural hematoma. This extended from the mid por- 
tion of the temporal fossa inferiorly to the superior 
longitudinal sinus above, anteriorly to the coronal suture 
and backward to the lateral sinus. The hematoma was 
evacuated. The middle meningeal artery had been lacer- 
ated and was bleeding briskly. The bleeding was readily 
controlled. The dura mater was sutured to the margins 
of the bony defect, and the defect was repaired with a 
Stainless steel plate. 

The patient’s condition improved slightly in the oper- 
ating room, and by the close of the procedure he was 
moaning, restless and moving his left extremities a little. 
Thereafter, his improvement did not continue. He de- 
veloped a right hemiparesis and severe pulmonary in- 
volvement. The temperature was elevated and on Octo- 
ber 8 reached 106 F. On one occasion on October 9 the 
fasting blood sugar rose to 338 mg. per hundred cubic 
centimeters (it had been normal earlier), and glucose ap- 
peared in the urine. 

On October 10, bifrontal and parietal burr holes were 
made, but no extradural or subdural effusion was found. 
On October 13, a tracheotomy was performed because 
of the abundance of tracheobronchial secretions. Within 
a very short time there was a striking improvement in the 
patient’s condition. For the first time since the removal 
of the extradural hematoma he would open his eyes and 
follow simple commands. From that point onward he 
improved. Movement returned first to the right and then 
to the left extremities. Insulin was no longer needed 
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after October 21. Nasal tube feeding was required. On 
October 27 he began taking liquids by mouth, but at times 
he would choke on these and the fluids would appear 
from the tracheotomy tube. It was thought that in view 
of the bilateral hemiparesis this condition probably was 
due to a difficulty in swallowing from a supranuclear 
palsy. Accordingly, the stomach tube was reinserted, and 
he again progressed more rapidly. On October 31 he was 
able to be up in a chair for 45 minutes and was able to 
stand by the bedside. The tracheotomy tube was removed 
on November 15, but because of persistent difficulty in 
swallowing, the nasal tube could not be removed until 
November 18. On the same day he was able for the first 
time to take a few steps. Gradually his walking im- 
proved. Intensive physiotherapy had been continued by 
the nursing staff throughout his long illness. The pain in 
various joints and the diffuse spasticity on both sides 
had gradually improved. By December 1 he was able to 
dispense with the walker and on December 6 he was dis- 
charged from the hospital. 

Since then his condition has gradually improved al- 
though he still has trouble with his vision, and with the 
left upper and right lower extremities. When he was last 
examined three years after the injury, we found a 
pleasant appreciative man who spoke slowly but well. 
The visual acuity was 20/50 bilaterally, and there was an 
incomplete left homonymous hemianopia. There was a mild 
right lower facial weakness. Protrusion of the tongue 
was limited and slow. There was a subjective diminution 
of pain sensibility on the entire right side of the body, 
including the face. Perception of vibration was decreased 
in both lower extremities, and position sense was not quite 
perfect in the left toes. There was no weakness on the 
right side, but muscular resistance to passive movement 
was somewhat increased on the right. The fingers of the 
left hand, especially the fourth and fifth, were moved 
slowly and awkwardly. All tendon reflexes in the upper 
extremities were hyperactive. Those in the lower extrem- 


ities were not. Babinski’s sign was not elicited. He favor- 


ed his right leg slightly as he walked. 


Discuss1on.—This case is a dramatic example 
of the value of tracheotomy in some cases of 
severe craniocerebral injury. 

In this case it appears that a massive extra- 
dural hematoma produced a shift of the brain 
with serious involvement of the brain stem. This 
caused difficulty in swallowing, involvement of the 
right extremities, in addition to the left ones 
which had previously been involved, and a dis- 
turbance in sensory perception. In many cases in- 
volvement of the midbrain following the develop- 
ment of a massive intracranial hematoma pro- 
duces an irreversible situation. That such is not 
always the case is well illustrated here. The in- 
tense effort exerted in this case by the nursing 
and resident medical staff headed by Dr. Donald 
Ullrich, now of Milwaukee, has been well repaid. 


Restlessness 


Many a patient is extremely restless following 
a craniocerebral injury. The proper means of 
combating this situation are often problematic. 
In many instances the patient is restless because 
he is in pain or distress. If the pain is due to 
moderately increased intracranial pressure or to 
blood in the cerebrospinal fluid, it can often be 
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relieved by a lumbar puncture. In other cases 
reasonable amounts of codeine may be required. 
Many a patient is restless because of a distended 
bladder. When such is the case, catheterization 
will often allay his restlessness. If he is uncon- 
scious, an indwelling catheter should be left in 
place, not only to avoid distention of the bladder 
but also to keep him and his bed dry. In some 
patients these simple methods will not suffice, and 
one must decide whether sedatives are to be used. 
During the early hours after an injury sedatives 
may be undesirable because the calm which they 
induce may conceal the development of an im- 
pairment of consciousness which is indicative of 
an intracranial hemorrhage. 

Equally serious is the question of how long 
sedatives, once begun, are to be continued. In 
many instances, once the patient has been quieted 
with barbiturates or paraldehyde, the attending 
nurse finds that whenever the patient begins to 
awaken, he becomes confused and obstreperous. 
Thus she and the attending physician are often 
tempted to administer another dose of sedative. 
This treatment can go on indefinitely while the 
patient’s condition deteriorates, he becomes mal- 
nourished and rigid, and decubitus ulcers develop. 
In many such cases it is necessary to discontinue 
all sedatives and allow the patient to pass through 
a noisy period of confusion, for many hours if 
need be, while he arouses from his drugged stupor. 
It is important in many cases of stupor with ap- 
parent decerebrate rigidity to distinguish between 
traumatic injury to the brain and overmedication. 


Spinal Puncture 


Spinal puncture has been mentioned in pass- 
ing. In years gone by, the question of whether a 
spinal puncture was or was not to be made divid- 
ed those who treated craniocerebral injuries into 
two camps. In large measure the controversy over 
this point has ended. There is certainly no justifi- 
cation for making a spinal puncture on every 
patient who has sustained an injury to his head; 
neither is there any justification for saying that 
one should never perform a spinal puncture on a 
patient who has sustained a craniocerebral injury. 
Such tests should be carried out whenever they 
are indicated and not otherwise. What are the in- 
dications? Such punctures should be made when- 
ever the attending physician thinks that there 
may be blood in the spinal fluid and that a re- 
moval of part of it will help to improve the 
patient’s condition; whenever a temporary relief 
of increased intracranial pressure appears indi- 
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cated; whenever it appears likely that examination 
of the fluid, as for pus or blood, will contribute 
to a better understanding of the case. 


There are also contraindications. A spinal 
puncture should not be performed in cases in 
which cerebrospinal fluid is being discharged 
through a fracture, be that through the scalp, 
through the ear or from the nose. To do so may 
encourage the entrance of infectious organisms 
into the intracranial cavity through the compound 
fracture. Neither should a spinal puncture be 
made when there is reason to believe that there 
may be herniation of the medial surface of the 
temporal lobe through the tentorium cerebelli 
with its attendant compression of the midbrain 
and its venous drainage. 


Dehydration 


Twenty-five or 30 years .ago dehydration 
played a prominent role in the treatment of 
patients with craniocerebral injuries, and then 
was largely discarded. In the past few years this 
form of treatment in slightly different garb has 
again gained considerable attention. It matters lit- 
tle whether one dehydrates the brain by adminis- 
tering hypertonic glucose or sucrose or lyophilized 
serum intravenously, or administers magnesium 
sulfate by mouth; whether one denies the pa- 
tient fluids, or provokes a massive renal ex- 
cretion by administering urea. He is reducing the 
size of the brain by the simple process of de- 
priving the body of much of its fluid. It is not 
possible to extract water from the traumatized 
brain without simultaneously dehydrating the rest 
of the body. This deprivation the body will not 
tolerate for long. If one persists with this form 
of treatment, the patient’s temperature will rise, 
the renal function will become impaired, nitrog- 
enous products will accumulate in the body, and 
the patient will become ill from the treatment as 
well as from his injuries. Dehydration has no 
place in the prolonged treatment of patients with 
craniocerebral injuries. Does this mean that de- 
hydration should never be used as a form of 
treatment in such cases? Certainly not, but it 
does indicate that such treatment should not be 
used as frequently as it was years ago, or as it is 
being used in some quarters today. 


What are the indications for the use of urea 
or for dehydrating the traumatized brain? So 
far as I can see, there are only two situations in 
which such treatment is beneficial. If one is plan- 
ning some form of permanent decompression of 
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th brain, such as the surgical removal of a hema- 
to. 1a, but is prevented for one reason or another 
fr n performing the operation immediately, it 
m: y be worth while to dehydrate the brain tempo- 
ra: ily until the operation can be carried out. The 
ot..er situation is quite different. On occasion, a 
vicious circle becomes established. As the brain 
be: omes swollen, the capillary bed and the veins 
drzining the brain become compressed and ob- 
structed, thus interfering with the free flow of 
blood from the brain, increasing the cerebral 
edema and further heightening the intracranial 
pressure. In such cases dehydration of the brain 
may reverse this process, re-establish adequate 
venous drainage and set the patient on his way to 
recovery. For this purpose urea is a satisfactory 
dehydrating agent. Unfortunately, such situations 
are uncommon, making the use of urea in cases 
of craniocerebral trauma disappointing all too 
frequently. In many instances, however, the only 
way to determine the value of dehydration is to 
try it. If improvement does not occur fairly 
promptly, the use of urea should be discontinued 
as prolonged dehydration itself can cause serious 
complications. In addition, urea should not be 
used in patients in whom intracranial bleeding is 
probable unless prompt surgical intervention is 
contemplated. 


Decompression 


In years gone by, surgical decompression was 
commonly resorted to in cases of craniocerebral 
injury. In fact, it is said that in some clinics as 
many as 33 per cent of all patients were thus 
operated upon. Occasionally, a surgical decom- 
pression will prove of value, but in general unless 
there is a depressed fracture to be elevated or an 
expanding mass of blood, fluid, air or pus to be 
removed, there is little to be gained by a simple 
decompression. In recent years some surgeons 
have been considering a very radical decom- 
pressive attack in some cases when a very severe 
cerebral contusion with marked swelling of the 
brain exists. Not infrequently a badly contused 
brain, usually in the temporal or frontal areas, 
often bilaterally, will become very edematous, and 
multiple petechial hemorrhages will develop with- 
in its substance. If this condition persists, the 
medial surface of the temporal lobe will be forced 
downward through the opening in the tentorium 
cerebelli alongside the midbrain (an uncal hernia- 
tion). This will compress the veins draining the 
brain stem. As a result, edema and hemorrhage 
will develop in this important structure, and un- 
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less the condition is promptly relieved, the patient 
will die. 

In such cases some surgeons have carried out 
amputations of the tips of the temporal lobes or 
of the frontal lobes as the case may be; others 
have removed, temporarily, large blocks of bone 
from the frontal regions bilaterally and left the 
underlying dura mater open. Still other surgeons 
have made subtemperal decompressions and slit 
the tentorium. The difficulty with all of these pro- 
cedures is that by the time it is apparent that 
such drastic surgery is warranted, the damage 
to the midbrain is commonly so severe that the 
process has become irreversible. In such cases the 
worst result that can be obtained may be for the 
patient to live. The life of the patient may be 
preserved only to have him survive as an unin- 
telligent vegetable of no value to himself and a 
great burden and source of grief and despair to 
his family and the world in general. It is not that 
such decompressive procedures are without value. 
The difficulty is to recognize sufficiently early 
those cas\'s in which they are needed without, in 
one’s mistaken enthusiasm, performing such dras- 
tic operations unnecessarily. There are no absolute 
criteria upon which to rest the decision. 


Hypothermia 


In recent years hypothermia has been intro- 
duced as an adjunct in several forms of cardiac, 
vascular and cranial surgery. It has also been 
utilized in the treatment of severe craniocerebral 
injuries. Its value is difficult to assess. It is always 
easy for the physician to state that the patient was 
so desperately ill that he would not have recovered 
without this or that form of treatment, but such 
a conclusion is most difficult to prove. It is our 
opinion that actual hypothermia is seldom indicat- 
ed or of value in cases of cerebral injury, but we 
believe that on occasion a patient is materially 
helped by using the technics of hypothermia to 
lower his temperature to normal or slightly sub- 
normal levels. It must be borne in mind that to 
lower the patient’s temperature to levels very far 
below normal may interfere with certain meta- 
bolic processes and produce problems which would 
not otherwise exist. The following case will illus- 
trate both the value of lowering the temperature 
to near normal levels and some of the problems 
which hypothermia may produce. 


Case 4.—A 50 year old man was admitted to the 
Chicago Wesley Memorial Hospital on Aug. 24, 1958 in 
a stuporous condition. No history was immediately avail- 
able. (Sometime later we learned that he had been struck 
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on the head by an assailant, robbed and beaten on Au- 
gust 23. He was taken by the police to another hospital 
where he remained overnight only. The following eve- 
ning a friend found him in a stuporous condition in his 
apartment. So far as was known, he had formerly en- 
joyed excellent health.) 

Examination disclosed a blood pressure of 185/110 
mm. Hg, a pulse rate of 110, and a temperature of 101.6 

. He was unresponsive and uncooperative, but turned 
himself from side to side. The neck was very stiff. The 
pupils were equal and reacted to light. There was a 
slight left lower facial weakness, and Babinski’s sign was 
present and the abdominal reflexes absent on the left side. 
There were no other localizing neurological findings. 

A lumbar puncture revealed a grossly bloody cerebro- 
spinal fluid under normal pressure. Within 12 hours the 
temperature rose to 104 F. and the blood pressure to 
210/130 mm. Hg, and the blood sugar was elevated to 
530 mg. per hundred cubic centimeters. As he was re- 
ceiving glucose intravenously, this finding was, however, 
difficult to evaluate, but insulin was added to the intra- 
venous fluids. 

The following day he was less responsive. The tem- 
perature rose to 104.6 F. Hypothermia was instituted 
with a refrigerating blanket. The temperature was drop- 
ped to 88.5 F. (31 C.), and he was given Thorazine to 
control his shivering. The blood pressure fell precipitous- 
ly to 80/60 mm. Hg, and had to be elevated and main- 
tained by the administration of Vasoxyl (methoxamine 
hydrochloride). Whenever the systolic blood pressure fell 
below 80 mm.. of mercury, excretion from the kidneys 
ceased. In spite of the administration of insulin the 
level of glucose in the blood did not fall, and there de- 
veloped a severe acidosis with a carbon dioxide combining 
power of 12.1 mEq. and four plus acetone in the urine. 
There was marked hyperpnea. Sodium bicarbonate was 
given intravenously. A tracheal tube was inserted, and 
large amounts of mucus were aspirated. Great difficulty 
was encountered in maintaining the blood pressure and 
urinary excretion. The blood sugar rose to 670 mg. per 
hundred cubic centimeters in spite of large amounts of 
insulin. Auricular fibrillation developed. 

On August 26 the body temperature was raised to 
normal and maintained there. A normal cardiac rhythm 
was festored, but the rate remained rapid. The systolic 
tblood pressure was maintained at about 100 to 120 mm. 
-Hg, with Levophed. In the next 24 hours the level of 
glticose in the blood was lowered to about 170 mg. per 
hundred cubic centimeters, and the patient began to re- 
spond, first to painful stimuli and then when spoken to. 
‘The urinary output rose to 100 cc. in 12 hours. On Au- 
gust 25 he had been given 125 units of insulin; on August 
26 he received 450 units, on August 27, 20 units, on 
August 28, 130 units, and either 30 or 40 units a day 
thereafter. 

On August 27 he murmured a few words. Levophed 
was discontinued. The following day he was much more 
alert. By this time it was no longer necessary to use the 
hypothermic blanket to maintain the patient’s temperature 
in a normal range. He was taking fluids well by mouth 
and he was replying in short sentences. On August 29 
he climbed over the siderails of his bed and went to the 
toilet. On September 4 he was allowed up and walked 
well. On September 9 he was able to read a newspaper 
and to engage in intelligent conversation with his friends 
and business associates. He learned to administer his own 
insulin and was discharged from the hospital on Sep- 
tember 19. He has continued to do well except for an 
episode of atrial fibrillation in February 1959. 

An x-ray examination of the skull made just before 
he was discharged from the hospital revealed a long linear 
fracture of the skull in the left temporoparietal area. This 
confirmed the information which we received tardily that 
he had been struck over the head. 


Discussion.—This interesting and unusual 
case. illustrates both the benefits and dangers of 
artificially lowering the body temperature of a 
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patient with a severe craniocerebral injury. It 
appears likely that lowering this man’s rapidly ris- 
ing temperature at a time when his condition was 
deteriorating progressively was a life-saving 
measure, but producing a hypothermia resulted in 
severe complications. It interfered with his glucose 
metabolism making control of his diabetes im- 
possible, and throwing him into a severe acidosis; 
it and the administration of Thorazine were as- 
sociated with a severe arterial hypotension in a 
hypertensive patient, and this in turn caused an 
anuria. Restoring the temperature to a normal 
level and maintaining it there greatly simplified 
the medical management and led to a surprisingly 
rapid and complete recovery. It now seems ob- 
vious that this man suffered from a craniocerebral 
injury with a linear skull fracture and an intra- 
cranial hemorrhage. 


Electroencephalography and Angiography 


In recent years electroencephalography has 
been utilized in the diagnosis of many neurological 
conditions. There are many situations te which it 
has been applied where it is not of particular val- 
ue. Craniocerebral injury is one of these. In fact, 
its use in this field to date has produced more 
confusion and more error than it has brought help. 
Electroencephalography may demonstrate abnor- 
malities in the differences in electrical potential 
which it records in some cases of craniocerebral 
injury. The one situation in which it might be 
most useful is the diagnosis of subdural hematoma, 
and it is in this condition in particular that it is 
likely to fail us. In our experience electroencepha- 
lography seldom provides data which are of value 
in the management of patients with craniocere- 
bral injuries, or in the evaluation of the nature 
and extent of their injuries. 

Cerebral angiography will demonstrate a sub- 
dural hematoma beautifully, but in cases in which 
a subdural hematoma is suspected, it is usually 
as simple to make bilateral burr holes in the skull 
which not only will confirm the diagnosis but will 
often supply adequate treatment. It is well, how- 
ever, for every neurological surgeon to be aware 
of the angiographic picture typical of a subdural 
hematoma as he may see one when he does not ex- 
pect to. 


Conclusions 


In concluding let me again remind you that 
the most important thing to remember while car- 
ing for a patient with a craniocerebral injury is 
that the outstanding symptom of cerebral com- 
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p: ession is a progressive worsening of the patient’s 
stite of consciousness and of his contact with 
the world about him. When that occurs, do not 
delay; take steps to relieve the compression of 
his brain. Remember that traumatic intracranial 
collections of blood or fluid may be bilateral or 
multiple on the same side. 

Compound fractures should be promptly 
treated by removing contaminated and foreign 
material, by closing the opening to the outside 
whenever possible, and by the adequate and pro- 
longed administration of antibiotics. 

Depressed fractures of the skull usually should 
be elevated. 

In comatose patients an adequate airway 
should be assured and the accumulation of fluids 
in the hypopharynx and trachea prevented. Tra- 
cheotomy is often a life-saving procedure. 

Avoid the excessive and prolonged use of de- 
pressant drugs such as barbiturates and paralde- 
hyde. 

Spinal puncture should be used whenever it is 
indicated, but not routinely. 
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Dehydration, whether with urea or some other 
agent, is not a panacea. In fact, it is of value in 
only a very few cases. Its prolonged use may be 
dangerous. 

Surgical decompression, also, has been found 
disappointing in many cases. Operation should be 
reserved for those cases in which there is a defi- 
nite indication. ’ 

Hypothermia may prove to be a valuable ad- 
junct in a few carefully selected cases. In general, 
hypothermic technics prove of greater value when 
an elevated temperature is lowered to normal 
levels rather than when a hypothermia is pro- 
duced. 

Electroencephalography is seldom of value in 
the diagnosis, treatment or evaluation of cranio- 
cerebral injuries. 

Angiography may prove of great value on oc- 
casion, especially in some cases of subdural hema- 
toma, but does not have widespread application 
to these cases. 
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Labor’s Concern With Medical Care 


And Medical Insurance 


JAMES BRINDLE 
DETROIT 


I am very glad to be here and to speak to the 
Florida Society of Internal Medicine. I am 
pleased that you want to hear from a represent- 
ative of labor about the ideas and problems we 
have with medical care and health insurance. I 
note that last year you were addressed by Albert 
Whitehall of the Health Insurance Council. I 
know Mr. Whitehall and I am also a personal 
friend of Ed Faulkner, who is President of the 
Health Insurance Council. You will find that I 
have a substantially different viewpoint on health 
insurance and on the provision of medical care 
than these men. But, at this point in the de- 
velopment of America’s health insurance, we must 
be prepared to deal wih a wide range of ideas and 
to discuss a good many different viewpoints. 


Divergent Views 


Basically, there are three distinctive points 
of view: (1) that of the provider of services; 
(2) insurers—although between types of carriers 
there is often substantial variation; and (3) in- 
stitutional buyers—representatives of employers 
and of labor unions who, I might add, have a 
growing interest in what is offered for sale as 
health insurance and the medical care it covers. 
We must find a method by which the views of 
these three groups can be synthesized so that we 
may develop a generally satisfactory health insur- 
ance system. This third group, which is relative- 
ly new to the field, institutional buyers, will be 
of growing importance. You might call us sort of 
customers’ agents. There are growing numbers 
of such people in the labor field; they have their 
counterpart in major business. 


Activities 


Let me tell you about my job. I work for an 
International Union, the United Auto Workers, 
with 1,200,000 members working in auto, agri- 
cultural implement and aircraft plants and for 
suppliers to these industries. I head the Social 

Director, Social Security Department, United Auto Workers. 

Read before the Florida Society of Internal Medicine, Jack- 
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Security Department, a technical consultative 
agency of the Union, which has on its staff in- 
surance experts, actuaries, economists and other 
technicians. We are active in collective bargain- 
ing for pensions, insurance, unemployment bene- 
fits and health service programs. 

Each of us on the staff is engaged in activities 
outside the Union. We lecture at colleges, at 
medical schools, before national organizations 
and we work with professional organizations. I 
have served on committees and addressed organ- 
izations representing medicine in many parts of 
the country, as have several of my colleagues. 
One of them, Jerome Pollack, this week spoke to 
the Annual Conference of Blue Cross and Blue 
Shield Plans in Los Angeles. Another appeared 
on a Symposium on Health Insurance at Wash- 
ington Medical College in St. Louis. Earlier this 
week I addressed the American Academy of Ob- 
stetricians and Gynecologists in Cincinnati. We 
get around. 

We work with the officers and staff of the 
Union on national and state legislation and we 
are active in professional associations. This year, 
I am Chairman of the Medical Care Section of 
the American Public Health Association and am 
a member of its Committee on Medical Care 
Administration. I also serve locally as a Direc- 
tor of the Area Hospital Council and am the vice 
president of a community hospital. 

In the programs for which the Social Security 
Department provides technical advice, we spent 
in collective bargaining during 1959 about $375 
million. In the field of health insurance alone, 
premiums on collectively bargained programs ran 
to $130 million. This is big business with us. 
You should know, too, that the UAW works with 
community programs. It has practically no wel- 
fare funds and no union-operated programs like 
those in the garment workers and other labor 
organizations. Very early, as a matter of con- 
scious policy, the UAW chose to go the commu- 
nity program route and has consistently backed 
Blue Cross and Blue Shield. We are very active 
in these organizations throughout the country. 
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There is something else about collective bar- 
¢ ning that too many people misunderstand and 
w ich I would like to touch on briefly. No matter 
w!.ether payment for a health and welfare pro- 
gt :m—for pensions, insurance, or prepaid health 
ca’e—comes from company funds or is checked 
fi and paid for by the worker, it is still the sub- 
ject of collective bargaining. When the union sits 
ross the table from a major employer and de- 
cides that a certain level of benefits and certain 
types of programs will be adopted in collective 
bargaining, the cost is a clear allocation from 
wages. When union members decide to spend an- 
other 5 cents per hour for health benefits in a 
collective bargaining session, this is a straight 
out deduction from wages, and union people know 
this. 
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Voluntary Health Insurance Growth 


America’s voluntary health insurance sys- 
tem has had a tremendous growth in the past 20 
years. It now covers something like 70 per cent 
of the population or about 130 million people. 
It has increased tenfold in the last 20 years. In 
1958, premiums paid under the voluntary health 
insurance system in the United States amounted 
to over $41% billion. And this is a fivefold in- 
crease in 10 years- No one originally anticipated 
this rapid and tremendous growth. Early foun- 
ders of Blue Cross thought that within 10 years 
Blue Cross might cover five million people. Ac- 
tually, in terms of the people covered, the de- 
velopment of voluntary insurance has gone far 
beyond the fondest hopes of its early proponents. 

The numbers covered are thus very impres- 
sive, but the extent of coverage is far less so. 
If you look at over-all figures for private health 
expenditures in the United States, only about 
one fourth of the cost is covered by insurance. 
For those insured, only one third of the cost 
goes through the insurance mechanism. By cate- 
gories of care, a little over half of the general 
hospital care is insured and something around 
one third of physicians’ services. 

We have heard the opinion expressed at times 
that insurance has gone too far and that more 
payment should be out-of-pocket at the time the 
care is provided. However, for those of us who 
are attempting to purchase care, the present 
coverages seem inadequate. We believe improve- 
ment is indicated. I am not suggesting prepaying 
all private health care. But, I do think that we 
should look forward in the next few years to run- 
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ning coverages from something around a third to 
something around two thirds. This is not too 
ambitious an objective for our economy or our 
insurance system. 


Problems Encountered 


Of all the programs for which I am responsi- 
ble, we have the most trouble with health insur- 
ance. Here are some of the problems that our 
membership has with commonly available hos- 
pital and medical insurance: First, and probably 
most important, is the fact that despite substantial 
insurance coverage, very many people must, at 
the time of serious illness, pay sizeable medical 
bills. The second negative feature, so far as 
union members are concerned, is that premiums 
have been rising rapidly and continually. The 
third objection has to do with the organization 
and control of insurance and of medical care. 

I have in my office the following documents: 
A bill for surgical operation on the wife of a 
UAW worker. The charge for the operation is 
$150; the amount allowed by Blue Shield, $100; 
the balance, $50, for which the doctor asks pay- 
ment. This $150 fee was set by the physician on 
the basis of a Blue Shield schedule that had just 
been superseded by a higher one. When the doc- 
tor’s bill went to Blue Shield, they told him he 
was entitled to $135 instead of $100 for the 
operation. The better coverage was negotiated on 
and agreed to between the employer and the 
union, because we thought the higher schedule 
would reduce the amount that people had to pay 
extra for surgery. A few days later, the worker 
received an amended bill. The charge for the 
surgical operation had been raised to $185. The 
new higher amount allowed by Blue Shield was 
shown as $135, and there remained a “please 
remit” request for the same amount—$50. In 
other words, the union and the employer, who 
shared in the cost of the new more expensive 
coverage, got nothing for their money. 

On a statistical basis, we know of another 
situation where a schedule of allowances for sur- 
gery was increased on the average $26 per proce- 
dure. However, extra charges were reduced only 
$6. The extra dollar spent through premiums 
was really worth only 23 cents. 

This idea of charging extra, over and above 
insurance, is doing immeasurable harm to the 
medical profession. It creates tremendous resent- 
ment—way out of proportion to its monetary 
value to most physicians. Moreover, even where 
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service programs are promised, they are often not 
honored. One study in Michigan indicated to us 
that about 67 per cent of those whose income 
was below a $5,000 income ceiling actually had 
to pay extra. Yet, Blue Shield and the local 
Medical Society were receiving very few com- 
plaints about overcharging. It is my studied opin- 
ion that the profession hurts itself much more 
by overcharging than any possible value its mem- 
bers can get out of it. And it is my strong recom- 
mendation that you find some way to put a far 
less slippery price tag on the cost of medical 
care which is covered by insurance. 

Incidentally, the new Florida $5,000 family 
income ceiling program, for which premiums were 
increased by a very substantial amount, does not 
meet the needs of an auto worker whose annual 
income runs a little over that $5,000 figure. I 
think this figure is also a little too low for most 
other industrial employment. It is my suggestion 
that the medical profession abandon income ceil- 
ing schemes and try to develop schedules and 
programs that will be fully paid. This would be 
of tremendous help to the insurance industry and 
to your own chosen carrier, Blue Shield. 


Inflation Factors 


A second important consideration is the in- 
flation of cost which has been steady and spec- 
tacular. Hospital rates, for instance, lead every 
other item on the Consumers Price Index. We 
recognize that improvements in medicine and the 
upgrading of hospital employment in terms of 
hours of work, salaries and working conditions 
all justify substantial increases in the cost of 
hospitalization. And, we do not want to see phy- 
sicians underpaid. As a matter of fact, we are 
perfectly reconciled to generous compensation for 
physicians who have, literally, life and death re- 
sponsibilities thrust upon them every day. But 
we are concerned when too little attention is paid 
to some of the elements that go into continually 
increasing cost. And we should recognize, too, 
that health care costs are increasing not only 
on an absolute basis, but as a percentage of dis- 
posal income. 

A study of hospital use in Michigan by Blue 
Cross, with the cooperation of the State Medical 
Society, indicated that something around one fifth 
of the hospital-bed days are not indicated medi- 
cally. My own observation indicates that this fig- 
ure underestimates, rather than overestimates, the 
amount. I think it could easily run to one third. 
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Now, I recognize that it is difficult to make rules 
to keep people out of the hospital and that phy- 
sicians could do medical violence to their patients 
if they rigidly restrict hospitalization. But I sub- 
mit that if we are paying something like one 
third higher than we should in premiums for hos- 
pitalization in the United States, we should be 
able to squeeze out some of the water before we 
raise rates again. 

There have been other elements more promi- 
nent in the past than they are at this point which 
made for unnecessary inflation of health insur- 
ance. There was early evidence of a substantial 
amount of unnecessary surgery. I pretend to be 
no expert in this field; I cite Dr. Paul Haw- 
ley’s pronouncements and other evidence which 
have hit the press on occasions. I know of 
one very early study, when prepayment was 
first developing in Michigan, where appendec- 
tomies among those insured were six times more 
frequent than among those who did not have 
coverage. A discrepancy like this cannot be easily 
explained away. I should say in all justice that 
the latest figures published by the Society of 
Actuaries indicate a very substantial reduction in 
appendectomies, tonsillectomies and __hysterec- 
tomies. To me, this is a good sign. And last 
week, I heard Dr. Kenneth Babcock, who heads 
the Joint Accreditation Commission, express satis- 
faction at this. Actually, I think, this is in large 
measure due to the fact that hospital staffs are 
exercising more control over surgery. 


For a while, it was anticipated by the insur- 
ance industry that major medical would arrest 
inflation in medical insurance. In 1956, Jerome 
Pollack, who works with me, predicted very ac- 
curately the outcome of major medical. He felt 
that too much was being expected of a purely 
economic mechanism to control care and he said 
then that it would be necessary to operate other 
controls if drastic inflation was to be arrested. 
And he predicted fees would be unduly inflated 
if fee schedules were abandoned. In his work on 
the West Coast, Jerry has just run into an in- 
stance of the kind of gross inflation that has taken 
place under many major medical plans. At Doug- 
las Aircraft, in three months after a major medi- 
cal program was installed, surgical fees charged 
by physicians increased 17 per cent. Except for 
two major carriers, which seemed to have done a 
good job of operating their claims examinations 
and have worked directly with the profession to 
hold down fees, most major carriers are losing 
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mney or drastically increasing premiums. In the 
in tance that I cited in relation to Douglas Air- 
cl ift, benefits ran almost $2 million higher than 
premiums last year- 

There really was no good reason to anticipate 
that major medical would work effectively as an 
instrument to arrest the inflation of health care. 
And, in my mind, there is very grave doubt 
whether economic controls like deductible and 
coinsurance, which characterize major medical 
offerings, can possibly be effective. Moreover, 
they are subject to serious questions from a medi- 
cal point of view. For instance, when a person 
is inhibited from going to a physician by these 
fiscal controls, what is there to assure that he does 
not need medical attention? As is coming to be 
realized, the patient himself is a very poor practi- 
tioner, and any internist worth his salt will want 
to see a person early in the course of illness. 

There is another area of increasing cost which 
is related to one of the difficulties the internist 
finds himself in. This is the income levels of the 
various medical specialties. Early insurance of- 
ferings, Blue Shield as well as the commercial 
insurance, were largely concentrated in the field 
of surgery. Benefits for medical practice, as con- 
trasted with surgery, are almost uniformly low. 
The inequity persists. To my mind, present 
insurance patterns shortchange the internist. 
However, it is not likely that by negotiations in- 
side medicine you will get a reduction in surgical 
fees, so that more money can be afforded to 
internists) What may be feasible is to arrest the 
increase in surgical fees and upgrade some of the 
other specialty payments so that income is more 
rationally determined. It is very difficult to make 
the distribution of the health insurance fee 
schedules equitable from a medical point of view. 
About the only place where this is successfully 
done is in group practice, where the group divides 
the income on an objective basis relating to train- 
ing, ability and the contribution each practitioner 
makes. But to do this in an open market fee-for- 
service scheme is practically impossible. Never- 
theless, some of the inequities can be remedied. 

Some practitioners in certain specialties seem 
to be building up exorbitant incomes. In radiol- 
ogy, anesthesiology and pathology, there is a 
drive to move to a fee-for-service or share of in- 
come basis in instances where for a long period 
these specialists worked on salary. Certain leaders 
in these specialties now actually seem bent on an 
economic venture which would cancel out a large 
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number of reasonably satisfactory arrangements 
with hospitals that have existed over long periods 
of time. These specialists who work in hospitals 
enjoy a distinctively superior bargaining position. 
They use expensive equipment supplied without 
cost to them. They maintain fees at the noncom- 
petitive level of other similar specialists who work 
in their own offices. They have a near monopoly 
on referrals: And, by refusing to cut fees, they 
thereby substantially enhance their income. Actu- 
ally, I think the whole case for the adequate and 
equitable compensation of physicians can be set 
back if the public comes to realize the inordinate 
take of certain specialists. And, I think, before 
too long a Congressional Committee will begin 
to look at this problem. Again, let me stress, I 
am for adequate compensation for physicians, but 
I do not think the practice of medicine was de- 
signed to build a fortune; it was to save and 
preserve life. It should, of course, produce a well 
above adequate income. 

It would seem essential to discuss matters of 
medical economics frankly and not to introduce 
concepts of ethics that are not relevant to the 
subject. For far too long, we have mixed up fee- 
for-service with the doctor-patient relationship, 
and solo practice with quality. If we disentangle 
ethics from compensation and organization, we 
can discuss them more rationally. 


Quality Safeguards 


The most important area of deficiency in pres- 
ently operated health insurance and medical pro- 
grams is in the matter of quality and the con- 
trols that insure quality. You are beginning to 
find labor people supporting measures which guard 
and preserve the quality of care. Probably one 
of the most graphic illustrations of the need for 
medical scrutiny of health care is exemplified in 
a statement by Dr. Warren Draper, Medical 
Director of the United Mine Workers Welfare 
and Retirement Fund. He made this assessment: 


. organized medicine, while insisting that it 
alone possesses the authority to judge and discipline 
its members, has thus far been unable or unwilling 
to establish and enforce effective means of doing so. 


Dr. Draper, in the exercise of his responsibilities 
for annual expenditures of almost $60 million 
from an employer-union Trust Fund, did what he 
felt was necessary to correct the situation. He 
added: 


As data accumulated, it was evident that in many 
places surgical diagnosis and operative surgery for 














274 


Fund beneficiaries were inferior in quality, and 

the amount of surgery was far in excess of that 

performed on others. This was confirmed by quali- 
fied surgical consultants who reviewed the records 

at our request or examined our patients at medical 

centers to which they were transferred. 

The Fund began to exercise some controls 
with the following results: Hospital admissions 
were cut by more than 32 per cent. Rates for all 
surgical procedures were reduced by 16% per cent 
and for appendectomies by almost 60 per cent. 

We had something of a similar experience, 
without the implication of lack of quality, in 
Kenosha, Wis., where with American Motors we 
found we were in for very heavy expenditures 
under our health insurance program. The inci- 
dence of hospitalization, especially for medical ad- 
mission, in that area was substantially above 
average. We got together with the Corporation 
and called in the County Medical Society and the 
hospital administrators to discuss this very high 
incidence. After some discussion, the expenditures 
dropped to some extent, and we are trying to de- 
velop a continuing fruitful relationship. 

In our mind, controls and the organization of 
medical care are key features, not only in provid- 
ing for economy, but in assuring the quality of 
service. Health insurance needs direct medical 
controls, and the medical profession should make 
itself responsible for operating them. I believe 
that there are convincing examples that the or- 
ganized profession in almost any community can 
do a good job of assuring reasonable economy and 
protecting the quality of medical care. 

As an example, I cite the experience of the 
San Joaquin Medical Foundation developed by 
leaders in that California County Medical So- 
ciety. The Foundation, while not administering 
prepzyment itself, takes responsibility for medical 
scrutiny and supervision of any health insurance 
program that a group in the community wants to 
carry, if they will abide by rather simple rules 
of the Foundation. Any county society could 
take this kind of responsibility for the control of 
medical care. 

On the other hand, there are organizational 
frameworks in which it is not so difficult to han- 
dle the matter of control. I cite here the Kaiser 
Foundation Health Plan in California. Consist- 
ently, the incidence of hospitalization in this 
program runs little more than half of that in Blue 
Cross. A tremendous amount of work is done on 
an outpatient rather than inpatient basis, and the 
physicians, in groups, related to hospitals, have 
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no motivation for unnecessary hospitalization. 
Moreover, patients are encouraged to come early 
with symptoms of illness and are treated promptly. 

In Detroit, because of dissatisfaction with the 
existing Blue Cross, Blue Shield and commercial 
insurance programs, the United Auto Workers 
is backing the development of a community pre- 
payment plan, the Community Health Associa- 
tion, which will attempt to provide a full range 
of medical care benefits—home and office care, 
rehabilitation, preventive services as well as medi- 
cal and surgical services in the hospital and hos- 
pital care itself. The Board of the new agency, 
which is comprised of community leaders (there 
are only three labor representatives on the board 
of 15), intends to offer this service on an individ- 
ual free-choice-of-plan basis, not only to auto 
workers but to other organized and unorganized 
groups in Detroit. 


Better Organization and Control Essential 


Let me stress that I am not sure, nor are 
others in organized labor, precisely the way in 
which medical care ought to be organized and 
controlled. We do feel, however, that better or- 
ganization and better scrutiny of medicine are 
an absolute necessity. We will be completely 
satisfied if efficiencies, economies and protections 
can be exercised adequately by the medical so- 
cieties. At this point, we are not convinced that 
without the development of competitive plans, 
official medicine will act vigorously enough. The 
fact that Kaiser Plan offered stiff competition in 
California, we believe, is the reason why the 
Medical Foundation plan began to develop. It is 
our feeling that if we can develop competitive 
closed panel group practice programs in major 
cities, we will get better Blue Cross and Blue 
Shield. We will get better health insurance. We 
think, by this method, organized medicine can be 
encouraged to step up to its responsibilities and 
exercise the kind of control over health insurance 
that is absolutely necessary if our voluntary sys- 
tem is to survive. 

And, I believe that voluntary health insurance 
in the United States can survive. I believe that 
we can be the first major industrial country 
which does not turn almost wholly to goverment 
for the bulk of its health insurance coverage. We 
have the resources. We have the ability. But we 
certainly need to work at the job. We should not 
blind ourselves to the fact that there are serious, 
and possibly fatal, defects in the health insurance 
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pi grams that we now have. We must all address 
ourselves to developing better health insurance. 

Physicians can depend on the growing number 
o! informed people in labor for support in devel- 
oping better voluntary prepayment plans. We 
must sit down and work out detailed programs 
that meet the needs both of labor and of medi- 
cine. Personally, I have worked with the Michi- 
gan Medical Society and the Wayne County or- 
ganization. I have worked with Committees of 
the American Medical Association. I spend a lot 
of time talking to groups like yours. We have 
union members on Blue Cross and Blue Shield 
Boards. We are doing everything possible to 
make the voluntary system work. 

If we have a strong voluntary system, no 
one will be able to sell Americans on turning fur- 
ther to government. Nothing the labor unions are 
doing, in terms of political and social action, will 
bring about the nationalization of health care. 
If it happens in America, it will be because peo- 
ple are not satisfied with what voluntary insur- 
ance can offer. 


Health Care for the Aged 


Just one further. word on this subject- The 
medical profession is one of the major forces 
operating against the extension of Social Security 
into the field of health care for older people. This, 
to my mind, is an area where government action 
is needed. And I feel strongly that we should 
use our government where it serves better the 
needs of Americans. It is a democratic govern- 
ment, responsive to the wishes of the people. It 
is not a bureaucratic dictatorship. I would feel 
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much more comfortable about our future in health 
insurance if we could get away from the idea that 
any extension of government help constitutes a 
foot-in-the-door to the universal socialization of 
medicine. As a matter of fact, “socialized medi- 
cine” as a phrase is losing its zip. A few years 
ago, the use of this phrase stopped all progress 
in the field of the selective use of government 
to prop up the voluntary health system. The 
day has come when this scare phrase has prob- 
ably lost its potency- 

I sincerely wish we could sit down together in 
harmony—and work out some mutually satisfac- 
tory way by which the aged in America could be 
assured reasonably adequate health care. I am 
convinced that this could be done without viola- 
ting any valid tenet of medicine. I know we are 
in strong disagreement on this point at this time, 
but I look forward after legislative action, which 
will surely come, to working out a satisfactory 
way to integrate our voluntary and our govern- 
mental system. This is the strength of America. 
We have learned to be pragmatic. We have 
learned to use the voluntary way when it is 
superior, but we have not been afraid in the long 
run to call in government when this is the in- 
strument that best serves the will and the need 
of the people. 

Again I say that the voluntary health insur- 
ance system in the United States will survive if 
we work very hard at improving it. And, if we do 
develop a vigorous voluntary health insurance 
system, the American people will support it. 


8000 East Jefferson Avenue. 
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Gavage-Emesis 
A Rapid and Efficient Method 
Of Emptying the Stomach in Poisonings 


O. Davin Sotomon, M.D. 
St. PETERSBURG 


The emergency room procedure in cases of 
acute poisonous ingestion has been rather stagnant 
for decades. Although the literature contains many 
papers covering the statistical aspects of the prob- 
lem and others covering the problem of poisonings 
in general, there is a paucity of detailed informa- 
tion about the most important line of treatment 
in these cases—Gastric Evacuation. 

With but few exceptions, it is commonly ad- 
vocated that poisonous gastric contents should be 
removed as quickly and efficiently as possible. 
This line of treatment is certainly logical and 
physiologically sound, but how well is it usually 
carried out? 


Present Methods 


The victim of an ingestion of poisonous ma- 
terial is usually fully conscious when he arrives in 
the emergency room. Often the specific poison 
ingested is not known; therefore, the process of 
emptying the stomach is begun. Mechanical stimu- 
lation of vomiting reflex is sometimes attempted. 
This procedure may be all the treatment that is 
essentially necessary, provided the patient has 
(1) a sensitive vomiting reflex and (2) an ade- 
quate volume of gastric contents that can act 
as a diluent and “vehicle” for the removal of the 
poison. The failure of this method to provide ade- 
quate gastric emptying is usually due to the ab- 
sence of one or both of these conditions. Frequent- 
ly the gastric contents are minimal at the time 
of ingestion of the poison. Because of this lack 
of “vehicle” in the stomach, vomiting becomes an 
ineffective method of removing the poison. 

The induction of vomiting by such home rem- 
edies as “warm soapy water” may be an entirely 
satisfactory method of obtaining gastric empty- 
ing. Occasionally, however, one encounters a per- 
son who vomits immediately on swallowing this 
unpalatable solution. The ingested fluid then 
does not serve satisfactorily as a diluent and 


“vehicle.” On the other hand, some persons will 
not vomit on drinking such emetics. Ipecac is 
usually effective if a sufficiently high dose is used. 
The difficulty with this drug is that the onset of 
action is extremely variable. Often the physician 
finds he cannot afford to wait for ipecac to take 
effect and resorts to other methods for faster 
action. Ipecac alone may produce retching with- 
out adequately removing the poison because of 
the lack of “vehicle.” Mustard water, potassium 
and antimony tartrate and copper sulfate, like 
ipecac, have the disadvantages of uncertainty of 
action and a long latent period. 

The best vomiting agent is apomorphine. Ex- 
cellent results are possible when the stomach con- 
tains a sufficient volume of “vehicle” to remove 
the poison. Here again, the difficulty may arise 
from the lack of “vehicle” and vomiting may not 
effectively get rid of the ingested poison. 

Most writers?-5 advocate the use of gastric 
lavage for the removal of poisonous gastric con- 
tents. This method eliminates the problem of 
sufficient “vehicle” to dilute and carry out the 
poison. Additional problems, however, are inher- 
ent in this method of gastric evacuation. The 
first obstacle is the insertion of a gastric tube, 
especially one of sufficient size to permit the 
passage of food particles. In children and un- 
cooperative adults it is most difficult to get the 
patient to take a large gastric tube through the 
mouth. It usually becomes necessary in such 
cases to pass a small Levin type gastric tube 
through the nose. Lavage with such a small bore 
tube is invariably inefficient if the stomach con- 
tains recently ingested food. The tube becomes 
plugged by food particles, and the stomach be- 
comes filled with irrigating solution as less ma- 
terial is withdrawn from the stomach than is 
introduced into it. The procedure is always time- 
consuming—a decided disadvantage to the busy 
emergency room physician. 
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Harstad, Moller and Simesen® studied the 
t-chnique of gastric lavage in poison victims, both 
living and dead, and in dogs. They found that 
24 per cent of the lavage fluid is not returned, 
aad that after lavaging with 10 liters, less than 
one half of the poison is removed. By the use of 
radiopaque lavage fluid, roentgenograms showed 
tne fluid had passed to the cecum during the 


levage procedure. 
Gavage-Emesis Method 


The method for emptying poisonous gastric 
contents advocated here is a combination of gas- 
tric gavage and emesis. Vomiting is induced with 
subcutaneous apomorphine after neutralizing so- 
lution has been given by gavage. Once vomiting 
has begun, continuous gavage is carried out. This 
technique has the following advantages over those 
previously mentioned: 

1. “Vehicle” is not a problem 

2. Emesis is effectively brought about 

3. A small gastric tube is used 

4. The tube is never plugged by food par- 

ticles 
. The method is fast 
6. Constant attendance by a physician is not 
necessary 
Technique In Detail 

If the patient is a child, “mummify” him with 
a sheet wrap, then tape him to the table after a 
gastric tube is passed (fig. 1). 

Pass a Levin tube through the nose into the 
stomach and tape it securely in place. 

Give apomorphine subcutaneously, 5 mg. for 
adults, and 1 mg. for children. The leg is acces- 
sible if the child is mummified. 

Place the patient in the prone Trendelenburg 
position with the head lowered over the end of 
the table. 

Connect a Kelly bottle to the gastric tube 
(fig. 1) and allow the gavage fluid (water or 
neutralizing agent) to flow freely into the stom- 
ach. 

Do not give more than 500 cc. of fluid (pro- 
portionately less in children) unless vomiting oc- 
curs. Apomorphine may be repeated once after 
15 minutes. 

When vomiting begins, continuous flow into 
the stomach is permitted. About 1,000 to 3,000 
cc. of wash fluid is usually sufficient to cleanse 
the stomach thoroughly. 

Give universal antidote, or specific antidote, 
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Fig. 1.—Gavage-emesis technique. The poison vic- 
tim is “mummified” and taped to the table. The table 
is in the Trendelenburg position. A Levin tube is taped 
in place; it enters the stomach through the nose. A 
Kelly bottle containing gavage fluid is connected to the 
Levin tube. 


and 10 to 15 Gm. of magnesium sulfate in water 
by gavage after vomiting stops. 


Clamp the gastric tube and then withdraw it. 


Dangers 


The gavage-emesis treatment is contraindi- 
cated in patients who are not sufficiently con- 
scious to avoid aspirating vomitus. In poisonings 
by sedatives, apomorphine should be withheld be- 
cause of its central depressing action. In such 
cases one ounce of ipecac is added to the initial 
500 cc. of gavage fluid. When vomiting begins, 
the technique is carried out as before. If ipecac 
fails to bring about vomiting, mechanical stimu- 
lation of the vomiting reflex should be tried. If 
all measures fail to bring about vomiting, gastric 
lavage must be undertaken and continued until 
the return fluid is clear. 

Corrosive poisons could weaken esophageal 
and gastric walls, making perforation during in- 
tubation a serious threat. Procedure in these 
cases should be carried out with great care. 











Kerosene poisoning should be treated by gavage- 
emesis only after tracheal intubation to prevent 
aspiration. 

It might be well to mention the areas of 
possible danger in the gavage-emesis procedure. 
One must be certain that the gastric tube is in 
the stomach before beginning gavage. The tube 
must be taped securely in place to prevent the 
tube from slipping out. In addition, the attend- 
ing nurse must continually check the position of 
the tube. The patient must be face-down to avoid 
aspirating the vomitus. 


Report of Two Cases 


C..L., aged three years, and G. L., aged five years, 
werp Brought to the emergency room with a history of 
ingestion of 95 grain aspirin tablets. The time of admis- 
sion was 3-a.m., and the emergency room staff consisted 
of one registered nurse, one nurse’s aid, and a physician. 
Both children were “mummified” with sheet wraps and 
quickly intybated. The gavage-emesis technique was car- 
ried out using bicarbonate solution with good results. 
The vomitus of C. L. was clear while G. L.’s vomitus 
was compatible with an ingestion of 95 grain aspirin tab- 
lets. Magnesium sulfate solution was given after emesis 
had ceased. 

Both patients were admitted to the hospital overnight 
for observation. They were discharged the following day 
without symptoms. 


These cases are reported to bring out the use- 
fulness of the gavage-emesis technique in busy 
emergency rooms with a limited number of per- 
sonnel. 


Experience with Gavage-Emesis 


The gavage-emesis technique of gastric evacu- 
ation has been employed by me in 21 cases at 
Mound Park Hospital over the past 12 months. 
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Nineteen cases were those of poisonings in chil- 
dren, and two were in adults. In this series there 
were no complications nor untoward effects re- 
sulting from the procedure. There were no fatali- 
ties in the group. 
Summary 

A method of gastric emptying, especially use- 
ful in poisonings in children, is described. The 
method involves induction of emesis by apomor- 
phine along with continuous gastric gavage. This 
technique has decided advantages over the other 
methods of gastric evacuation, namely: (1) a 
small gastric tube is used; (2) the tube is never 
plugged by gastric contents; (3) effective vomit- 
ing is brought about; (4) the stomach has ade- 
quate liquid to dilute and carry out the poison; 
(5) constant attendance by a physician is not 
necessary; and (6) the method is fast. 

A series of 21 cases is reported in which this 
method was used successfully. Two of these cases 


are described. 


The research on which this paper is based was made possible 
by a grant from the Mound Park Hospital Foundation, Inc. 
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Fatal Hemorrhage From Duodenal Ulcer 


Associated With Portal Cirrhosis, 
Chronic Myelogenous Leukemia 


And Right Renal Cell Carcinoma 


SAMUEL W. PAGE Jr., M.D. 


MIAMI 


Rapidly exsanguinating hemorrhage of the up- 
per portion of the digestive tract constitutes a 
taxing medical emergency in every instance. 
When a past history is unavailable or scanty and 
unreliable, the situation is even more difficult. The 
following report of a case testifies concerning the 
complexity of possible contributing factors and 
the danger attendant upon the formation of pre- 
mature conclusions. 


“Report of Case 


The patient was a 59 year old white man. Little could 
be learned: about his past health record except for a his- 
tory of long term alcoholism associated with inadequate 
dietary intake. No history of serious injury, illness, or 
surgical operation was obtained. The present illness be- 
gan with diarrhea, followed within 24 hours by passage 
of tarry stools in large volume, restlessness, anxiety and 
weakness. He was sent promptly to the hospital after 
examination disclosed pallor, sweating, tachycardia and 
both hepatomegaly and splenomegaly. 

On admission, the pulse was 95 and regular. The 
blood pressure was 120/80 mm. Hg. At this time he was 
restless and confused. Physical examination confirmed 
the initial impression concerning enlargement of the liver 
and spleen, and revealed scattered “spider” hemangiomata 
in the usual locations of the upper part of the chest, the 
arms and the neck. No lymphadenopathy was detected. 
No cther abdominal masses were palpable, and there was 
no tenderness. Ascites could not be detected, nor was there 
visible icterus. Body hair was scant. The remainder of 
the physical examination was unremarkable. 

The initial hemoglobin level was 6.1 Gm. per hundred 
cubic centimeters. Treatment included immediate measures 
to combat shock, two units of whole blood, morphine, 
and atrophine. Vital signs remained stable during the re- 
mainder of the night. In the morning, the hemoglobin 
level was still 6 Gm., and the red blood cell estimate was 
2,160,000 per cubic millimeter. The white blood cells 
numbered 71,200 per cubic millimeter, with 5 per cent 
basophils, 2 per cent basophilic myelocytes, 17 per cent 
premyelocytes, 7 per cent juvenile myelocytes, 26 per 
cent stab forms, 42 per cent mature myeloid cells and 1 
per cent lymphocytes. Platelets were estimated to number 
64,800. Bleeding time was two minutes 10 seconds. Coagu- 
lation time was four minutes 35 seconds. Prothromblin 
time was 18.4 seconds (control, 12.9 seconds). Cephalin 
flocculation was three plus at 24 and 48 hours. Urinalysis 
gave normal results. 


Barium swallow roentgen study was deferred because 
of the critical condition on the morning after admission. 
The patient was extremely restless, agitated and unco- 
operative at this time. Gastroesophageal tamponade was 
not attempted. All agreed that surgical exploration was 
not compatible with survival. Terminus occurred 36 
hours after admission despite intensive therapy with 
oxygen, blood transfusions and supportive measures. 

Necropsy revealed that death had resulted from mas- 
sive bleeding from an eroded artery in the base of an acute 
duodenal ulcer (fig. 1). Extensive portal cirrhosis was ob- 
served, with approximately 300 cc. of intraperitoneal 
fluid. Gastroesophageal varices were not demonstrated. 
Chronic myelogenous leukemia was present with rather 
widespread tissue infiltration, most pronounced in sub- 
endocardium (fig. 2), adrenal, lung (fig. 3), liver (fig. 4), 
and brain, where recent hemorrhage into the left parieto- 
temporal region was seen. In addition, a small renal cell 
carcinoma was present in the right kidney (figs. 5 and 6). 








Fig. 1.—Eroded artery in duodenal ulcer. 
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Fig. 2.—Heart showing leukemic infiltration. 


Discussion 

It has been estimated! that peptic ulcer causes 
from 60 per cent to 75 per cent of the bleeding of 
the upper portion of the digestive tract. Serious 
hemorrhage may take place in 10 per cent to 20 
per cent of patients with ulcer, while occult 
bleeding probably occurs in at least 25 per cent. 
For unknown reasons this complication is rare 
in women. Contributory factors may include al- 
coholism, physical and emotional stress, arterio- 
sclerosis and hypertension, infection, dietary fac- 
tors, and certain pharmaceutical agents, notably 
corticotropins, steroids, and aspirin. Superficial 
erosions, not radiographically demonstrable, may 
account for as much as 15 per cent of the bleed- 
ing of the upper portion of the digestive tract. 
Early roentgen examination may prove to be ex- 
tremely helpful if a possible causative lesion can 
be demonstrated in cases of serious bleeding of 
unknown origin. 

Many experienced observers have concluded 
that the coexistence of cirrhosis and peptic ulcer 
is altogether coincidental and of no clinical sig- 
nificance.2-® Others have been impressed by a 
higher incidence of peptic ulcer in patients with 
cirrhosis, although they are unable to offer ex- 
planations for an actual cause and effect relation- 
ship.7-® Local hyperemia may occur in portal hy- 
pertension, adversely affecting tissue resistance 





Fig. 3.—Lung showing leukemic infiltration. 


and predisposing to ulceration. The general de- 
ficiency state which is often associated with cir- 
rhosis might well contribute to reduced local re- 
sistance and retard natural healing as well. Re- 
gardless of possible etiologic relationships, these 





Fig. 4.—Cirrhosis of the liver with leukemic infil- 
tration. 
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Fig. 5.—Renal cell carcinoma of the kidney. 


factors, and others less obvious, may well have 
highly significant effects when massive hemor- 
rhage occurs. 

The relationship between cirrhosis and leu- 
kemia is discussed by Greer!® and by Taylor, 
who suggest that coincidence alone explains the 
coexistence. The case here reported offers no other 
answer. 

The adverse effects of leukemia upon spon- 
taneous hemorrhage and upon the control of 
bleeding during and after surgery .are well known 
and have been described and partially explained 
by many.1*-18 The influence of leukemia in this 





Fig. 6.—Renal cell carcinoma of the kidney with 
leukemic infiltration. 
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case is questionable since it is rare to observe 
bleeding in leukemia in the absence of thrombo- 
cytopenia below 30,000. The prolonged prothrom- 
bin time in this case was undoubtedly due to the 
cirrhosis. 

The occurrence of diffuse reticuloendothelial 
malignant disease and a focally located malignant 
lesion may seem didactic, but it must be remem- 
bered that a patient with chronic leukemia or 
lymphoma may have five, ten, or more years of 
productive life if no other threat arises. It is ex- 
tremely important not to consider and interpret 
the signs and symptoms of a potentially curable, 
independent, focal, malignant lesion as part of the 
generalized disease. While reports of such coex- 
istence suggest rather wide disparity of observed 
incidence, the fact and the obligation to bear it 
in mind persist.19-23 


Summary 


Peptic ulcer should always be considered as a 
probable cause for bleeding of the upper portion 
of the digestive tract in patients with portal cir- 
rhosis. Early diagnosis and immediate surgical 
treatment may be life-saving. Successful manage- 
ment of this acute emergency depends entirely 
upon teamwork by internist, surgeon, house staff 
and nursing staff, with the assistance of a de- 
pendable laboratory and a well supplied blood 
bank. In this case, the coexistence of chronic 
myelogenous leukemia may have influenced both 
the course and the outcome. An immediate barium 
swallow with nonmanipulative roentgen examina- 
tion might have demonstrated the ulcer in this 
case, and such information could have influenced 
the decision concerning surgery. Hindsight, unfor- 
tunately, cannot tell what the outcome would have 
been if operation had been elected. It is unlikely 
that the renal cell carcinoma would have been de- 
tected in its early stage unless hematuria had led 
to appropriate investigation. 
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Administrators of the Unforeseen 


Leroy E. Burney, M.D. 
WASHINGTON, D. C. 


It is a particular pleasure for me to be with 
you this morning on an occasion which celebrates 
an important stride forward, not only in the lives 
of all of you who are receiving degrees, but also 
in the life of your university and your state. 
With the graduation of its first medical class, the 
University of Florida establishes yet another 
claim to membership among the distinguished 
ranks of state universities which serve the many 
and diverse needs of their citizens. 

This is a day to remember for all of you 
who are receiving your diplomas. Yet it must 
hold for you medical and nursing graduates a 
certain special increment of pride at being among 
the first physicians and nurses to call this uni- 
versity’s medical school your Alma Mater. You 
are the founders of a new tradition, blazers of a 
trail for many others tc follow. Whatever changes 
may come in the constanily changing world of 
medicine within the constanity changing world 
at large, you will have been the pioneers. 

The idea that Change is the only Constant has 
been expressed in hundreds of ways by thousands 
of poets, philosophers and commencement speak- 
ers since Biblical times. For me, one of the most 
provocative statements of this eternal truth was 
made by the former English Poet-Laureate, Rob- 
ert Bridges, who said it this way: 

Our stability is but balance. Wisdom lies 
In masterful administration of the unforeseen. 

I am going to suggest this morning that for 
all of us, in this space-probing, atom-piercing 
world, our stability is the stability of a plane in 
flight, which must maintain forward motion to 
remain airborne. There is safety only in moving 
with the times. Further, the measure of our wis- 
dom and our success, regardless of our training 
or profession, will lie in our skill as administrators 
of the unforeseen. 


Involvement in Mankind 


In this age of statistical projections, motiva- 
tional research and electronic brains, it may seem 
mildly heretical to talk of the unforeseen. We like 
to believe, and sometimes we almost succeed in 


Surgeon General, Public Health Service, U. S. Department 
of Health, Education, and Welfare, Washington, D. C. ; 

Commencement Address, University of Florida, Gainesville, 
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persuading ourselves, that nearly everything is 
predictable now, and absolutely everything soon 
will be. And yet our daily experience with such 
disparate events as political elections and disease 
outbreaks reminds us that we still view the future 
“through a glass darkly.” 

Let me give you an example, drawn from my 
own experience. 

Everyone old enough to remember World War 
I has an anecdote to tell about the terrible in- 
fluenza pandemic of 1918, known generally as 
the “Spanish flu.”” When the final toll of this dis- 
ease had been counted, its victims— some 
20,000,000 around the world, perhaps 850,000 
of them in the United States—far outnumbered 
those killed on the battlefields. Mankind had not 
suffered such an onslaught since the black plagues 
of the Middle Ages. The United States has never 
experienced its equal, before or since. 

Now let us roll the calendar forward to a 
similar event within the memory of everyone 
here—the Asian influenza epidemic of 1957. This 
pandemic was unforeseen and unforeseeable, in 
terms of its date, point of origin and precise na- 
ture, just as its predecessor had been. 

Nevertheless, machinery which had been set 
up in the interim swung rapidly into action. 
Within a month after the disease broke out in 
Red China and then in Hong Kong, the virus 
strain was isolated by personnel of a U. S. Army 
Field Hospital in Japan and identified by the 
Walter Reed Army Institute of Research in 
Washington as a new strain, against which the 
general population had virtually no immunity. By 
the end of this same month of May, drug manu- 
facturers had begun developing a vaccine, and 
vaccine was available before the first case oc- 
curred in our country. 

The Asian influenza epidemic struck the Unit- 
ed States in full force in September. At its peak, 
it was estimated that as many as 12 million 
Americans were confined to bed during a single 
week in late October. Viewing the epidemic in 
retrospect, however, there is little doubt that the 
massive preparations prevented a far more serious 
result. Sixty million doses of vaccine had been 
produced in six months—a remarkable achieve- 











ment—and those persons who received the vac- 
cine soon enough obviously received a large meas- 
ure of protection. 

I have told this story in detail, not for pur- 
poses of self congratulation to the health profes- 
sions, but rather to illustrate a process—the proc- 
ess of drawing on the known and the predictable 
to deal effectively with the unknown and the un- 
predictable. 

The Asian influenza story is illustrative also 
of another essential to success in the present world 
—cooperation across a broad range of disciplines 
and skills. At first glance, combating an influenza 
epidemic may appear to be strictly a medical 
problem involving the so-called health professions. 
But the list of the people and groups involved 
ranged all the way from news editors and TV 
commentators to the poultry farmers who supplied 
millions of fertilized eggs needed in the manufac- 
ture of the vaccine. Finally, and most important 
of all, it included the people everywhere who 
made the personal decision to be vaccinated. 

The moral of the story is that there is no such 
thing as a one-dimensional problem in our time. 
Everyone is in the health business, just as every- 
body is in the defense business and the com- 
munity development business. All of us are—in 
John Donne’s beautiful phrase—involved in man- 
kind. 


Present Trends 


Let us turn now to a brief consideration of 
those trends which are foreseeable in our dynamic 
and developing society, and problems which will 
stem from these trends. As I point out the health 
implications of these general problems, I hope you 
will bear in mind that not just the medical gradu- 
ates, but each of you, will be involved in these 
problems and must help to find the solutions. 

At least four unmistakable and accelerating 
trends shape and condition much of the life of 
the American people today. Their influence is 
felt on our health and on almost every aspect of 
living. 

The first of these is the rapid growth of our 
population. Since I began speaking a few min- 
utes ago, the Nation’s population has increased 
by at least 40. Not just 40 babies born, but 40 
more people—excess of births over deaths. By 
the time you graduates return for your first class 
reunion next June, the Nation will have added 
more than two and a half million people—about 
as many as there were in the whole State of Flor- 
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ida in 1950. By 1975, your fifteenth reunion year, 
there will be 40 million more Americans than 
there are today. 

The second great fact of contemporary Ameri- 
can life is the growth of the metropolis. Already 
almost two thirds of us live in 185 metropolitan 
areas. Most estimates indicate that by 1975, 
three fourths of us will be city dwellers. We can 
already see supercities forming along the Atlantic 
seaboard from Portland, Maine, to Norfolk, Vir- 
ginia; along the Pacific from San Francisco to the 
Mexican border; along the southern shores of the 
Great Lakes and down the Ohio River Valley. 
Here in the South, the same tendencies are plain- 
ly visible. 

The third factor shaping our lives is the al- 
most unbelievable expansion and diversification of 
our industrial machine. Today we are dealing 
with processes and products which, although they 
are taken for granted by most of you, were un- 
heard of before World War II. Synthetics, plas- 
tics, detergents, insecticides, high energy fuels, 
drugs, food additives—the list could be extended 
indefinitely without even mentioning the soaring 
future of nuclear technology. To a greater degree 
than ever before, we are living in a man-made 
environment. 

Almost 100 years ago, Henry Adams stated: 
‘“‘Man has mounted science, and is now run away 
with. I firmly believe that before many centuries 
more, science will be the master of man. The 
engines he will have invented will be beyond his 
strength to control. Someday science may have 
the existence of mankind in its power, and the 
human race commit suicide by blowing up the 
world.” 

All of us fervently hope that Mr. Adams’ 
predictions are too pessimistic. But we are forced 
to admit that, to date, our success in creating new 
products has not been matched by parallel prog- 
ress in controlling the possible harmful effects of 
their production and use. 

Finally, we are living in a world so compressed 
that the health and well-being of our most remote 
and primitive neighbors on the globe have a direct, 
palpable impact on our own lives. A recent ex- 
perience of mine dramatized for me the truth of 
the old truism about a “small world.” I left 
Cairo, Egypt, on a Friday afternoon and arrived 
in New York on Saturday afternoon, having spent 
a night and half a day in London en route. Think 
of the staggering problems that have been over- 
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come to make such a trip possible, and the tre- 
mendous implications for the present and future. 

These forces—-population growth, concentra- 
tion in cities, industrial expansion and the shrink- 
ing world—interact to produce the challenges 
confronting all of us, in every profession, today. 
And the problems are so interwoven in the fabric 
of American life that it is impossible to treat 
them separately as “health problems” or “educa- 
tional problems” or “economic problems.” 


Basic Challenges 


One problem of the present and future is the 
Nation’s shortage of trained and educated man- 
power. The dramatic appearance of the first 
Sputnik in October of 1957—less than three years 
ago—shocked the United States into a reappraisal 
of our scientific manpower situation. Since that 
time there has been impressive progress in our 
dealings with the macrocosm and the microcosm 
—with outer space, and the space inside the atom. 

The high drama of space probing and atom 
piercing has tended to obscure no less urgent 
needs for manpower in the prosaic middle ground 
in which we live and breathe. We are beginning 
to feel the pinch in medicine and its allied sciences 
as a result of the population explosion, plus great- 
ly increased use of medical services per capita. 
Your fine new medical school here in Gainesville 
must have many newer counterparts across the 
Nation if we are to keep pace with the need. 

It is clear that communities can expect in- 
creasing numbers of patients of all ages with long 
term illnesses. Few, if any, existing patterns of 
institutional care are geared to this problem. 
And the situation is further complicated by the 
changing face of the metropolis. Most hospitals 
and other health facilities are located in the cen- 
tral city, and many of them are now surrounded 
by urban deserts of expressways and parking lots, 
while the people they were established to serve 
have moved to the suburbs, taking their tax mon- 
ey with them. At the same time these metropoli- 
tan areas are a tangled jungle of political and 
administrative units. State, county, city and 
township agencies deal separately with the prob- 
lems they share in common, not only in health 
but also in traffic circulation, law enforcement, 
and dozens of others. Too often, people seem to 
be more interested in “‘who’s in charge” than in 
getting the job done. 

We have discussed two of the basic challenges 
of our time—serving more people, and developing 


BURNEY: ADMINISTRATORS OF THE UNFORESEEN 


285 


new patterns of service. The third challenge which 
I should like to touch upon briefly is really the 
extension of these two beyond our own borders— 
the challenge of service to the world. 

I have just returned from Geneva, where I 
had the privilege of serving as chief of the United 
States delegation to the Thirteenth World Health 
Assembly. There my colleagues and I discussed 
mutual problems with leaders in the health pro- 
fessions from the renascent nations—countries 
rich in tradition and history but young in self 
government, eager to have for their people the 
benefits of modern science—and also with repre- 
sentatives of countries whose health record is 
fully as good as ours and in some respects even 
better. 

As always in international meetings of this 
kind, I was impressed not only by how much we 
have to give but also how much we can receive 
through wholehearted cooperation with our neigh- 
bors on the earth. I was reminded again of the 
familiar slogan, “‘The life you save may be your 
own,” which has profound significance for us as 
citizens of the United States whenever we con- 
sider our participation in the world conquest of 
communicable diseases. A couple of years ago a 
smallpox epidemic broke out in Heidelberg, Ger- 
many, introduced by an infected person who ar- 
rived from Madras, India. The outbreak was con- 
tained, thanks largely to the worldwide surveil- 
lance network of the World Health Organization. 
But the moral is clear. On a small planet, where 
oceans are spanned in hours, a gain in health 
anywhere is a gain for everyone. 

Your own State of Florida, as our gateway to 
the Caribbean and Latin America, has repeatedly 
shown that it understands this problem well. And 
your accomplishments in health, and in many 
other fields, in a natural environment similar to 
that of many other nations, are a shining demon- 
stration of what can be achieved. Only a few years 
ago, malaria was still a name to be feared in this 
Southeastern region. Today it is gone; and many 
countries in both hemispheres are presently fol- 
lowing our example. 

It has been said facetiously that the future 
isn’t what it used to be. I like the joke, but dis- 
agree with the implication. The future in all fields 
holds higher expectations than at any previous 
moment in human history. These expectations 
will be realized in proportion to our skill in ad- 
ministering the foreseen and unforeseen. 











The J. Hillis Miller Health Center 


The establishment of the great new Health 
Center here at the University of Florida exempli- 
fies the processes which are indispensable to suc- 
cess. 

First, it was well and thoroughly planned. 
Dr. Miller, the distinguished educational states- 
man whose name it so fittingly bears, said in 1952: 
“The worst thing in the world is to establish a 
poor medical school, which can so easily happen 
if, in its establishment, we do not first assess the 
health needs of the state and the need for ade- 
quate physical facilities in order that the school 
will meet the specific health problems of our peo- 
ple.” The long and careful planning period which 
preceded the development of the Center has yield- 
ed a rich harvest. 

Second, it is the product of a balanced part- 
nership among the many economic resources with 
which our country is blessed. 

Third, it combines in one integral whole the 
many disciplines and skills essential to the prac- 
tice of medicine and the preservation of health. 
Your College of Health-Related Services, by its 
very title, marks your recognition of the new era 
in which we live. Ours is a time in which impor- 
tant contributions to health knowledge come from 
research in the physical sciences, on the one hand, 
and the behavioral sciences on the other; and in 
which health knowledge is applied in the com- 
munity through the efforts of persons and groups 
who seemed totally unrelated to health a few 
short years ago. Your teaching hospital and clinic 
marks your recognition that medical education, 
medical practice and medical research are indi- 
visible. The Health Center as a whole covers the 
entire range of curative, preventive and restora- 
tive medicine. 


Fundamentals Plus Extras 


I have every confidence that each of you who 
receives his diploma from the University of Flor- 
ida today is well equipped with scientific and 
technical knowledge, and—more important still— 
that you are prepared to add to this store of 
knowledge and skill through the coming years. 
These form the indispensable foundation for suc- 
cess in any calling. 

I hope that you will also carry with you 
through your careers a few of the extras which 
are the difference between competence and lead- 
ership. 

To my mind, one of these is adaptability. 
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Knowledge can be acquired and applied “by the 
book,” and because the ‘book’ has been so well 
prepared by our predecessors, it is possible to per- 
form satisfactorily in this way. But if your grasp 
of your work is of a different kind, you will be 
able to improvise, to find new ways of applying 
old knowledge to new situations. Your skills will 
be tools adaptable to the changing challenge. 

Another of these extra added ingredients is a 
range of interest across the entire spectrum of 
human activity, which permits you to see your 
specialty and your profession in relation to the 
society with which it interacts. We in the health 
professions are compelled to recognize that the 
basic decisions affecting health are made, not by 
specialists in our own field but rather by the peo- 
ple of the Nation and the world. Many of them 
are economic and social decisions, and health is 
only one of a multitude of factors that enter into 
their making. 

Finally, I hope you will carry with you a sense 
of adventure. The new frontiers are many, and 
each holds its own intrinsic drama. There is the 
research frontier—the urgent need for new knowl- 
edge. There is the community frontier—the quest 
for new patterns of service whereby all the re- 
sources of the community are dedicated te the 
effective and efficient application of knowledge on 
behalf of all the people. There is the internation- 
al frontier—bringing to those nations which exist 
side by side with us the benefits which we have 
realized. 


The Three C’s 


Someone has said that the purpose of educa- 
tion is not the “three R’s” but the “three C’s:” 
competence, curiosity, and conscience. Your years 
of study in this great institution assure you a cer- 
tain degree of competence, and I am sure you 
recognize that learning is a never-ending process, 
so that your competence is not complete but only 
well begun. 

I am confident also that your educational ex- 
perience here has stimulated your curiosity, en- 
couraging you to think, to give full play to your 
imagination, to explore new ideas and show a 
healthy skepticism about old ideas. We have plen- 
ty of facts in this world of ours. To administer the 
unforeseen we need more ideas, not more facts. 
Goethe has said: “It is always better to say right 
out what you think without trying to prove any- 
thing much; for all our proofs are only variations 
of our opinion, and the contrary-minded listen 











Fioriva M.A. 
PTEMBER, 1960 


»either to one nor the other.” Setting aside the 
somewhat cynical tone of this observation, the 
:-uth remains that it is well to have ideas and to 
express them, nonconformist though they may 


be. 
The third requisite, conscience, is more diffi- 


cult to define and almost impossible to teach ex- 
cept by example. It includes courage of your con- 
vietiens, blended with humility. It involves tol- 
erance of ways and thoughts which are not yours; 
an open mind, ready to accept the best from any 
source; an attitude of rational receptiveness rath- 
er than antagonism to new ideas. 
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And it involves leadership in and beyond your 
own community, the acceptance of an active and 
not a passive role. Leadership does not mean im- 
posing your will on others, but rather a willing- 
ness to work with others toward a goal worth 
achieving. 

I salute each of you who are graduating to- 
day on your successful completion of this all- 
important phase of your life. And, to a certain 
extent, at least, I envy all of you the point in time 
at which you are embarking upon your careers. 
Starting from our present high plateau of de- 
velopment, you can lead the way to heights above 
and beyond our present imagining. 





ABSTRACTS 


Removal of Linear Scars, By John J. Mc- 
Andrew, M.D. A. M. A. Arch. Dermat. 80:227- 
228 (Aug.) 1959. 

A method of removal of linear scars is de- 
scribed which can be carried out as an office pro- 
cedure. The author finds that the results compare 
favorably with those of more elaborate methods. 
While the method is not new, the surgical prin- 
ciple involved is not mentioned in dermatology 
textbooks and is not sufficiently known to derma- 
tologists. The seven steps required are described. 


ca 

Five and Ten Year Follow-up Study of 
Rheumatic Patients. Rote or CLIMATE AND 
ENVIRONMENT. By Milton S. Saslaw, M.D., 
F.A.C.C., F. A. Hernandez, M.D., F.A.C.C., and 
Hazel Ellen Randolph, M.A. Am. J. Cardiol. 
3:754-757 (June) 1959. 

How the important factors of climate and 
environment affect the recurrence rate and long 
term outcome of rheumatic disease was investi- 
gated in Miami, where the climate is tropical and 
favorable. A report is here made on five and 10 
year studies completed on 102 and 48 expatients 
of the National Children’s Cardiac Hospital in 
Miami to determine whether or not the lives of 
these subjects were influenced by a period of con- 
valescent care in this tropical area. Data were 
available on 92 of the five year group and 41 of 
the 10 year group of patients. In the total 133, 
the death rate was less than 7 per cent. Of the 
124 survivors on whom there was information, 16 


per cent had recurrences. Cardiac damage, more 
than minimal, was observed in only 31 per cent 
of the 124 survivors. The death rate, frequency 
of recurrences and the cardiac damage all com- 
pared favorably with similar reports from other 
centers. 


P24 


Simplified Measurement of Pulmonary 
Function in Office Practice, By L. P. Car- 
michael, M.D. GP 20:130-132 (Nov.) 1959. 

Satisfactory assessment of pulmonary function 
has been a difficult and time-consuming process, 
usually unavailable to the general physician. A 
simple, relatively inexpensive, portable apparatus 
is here described by which the physician in his 
office may determine the vital capacity, timed 
vital capacity and maximum expiratory flow rate. 
A permanent record is obtained which may be 
compared with the patient’s previous graphs to 
evaluate the course of his disease and the re- 
sponse to therapy. The usefulness of such a 
machine extends to virtually all diseases of the 
cardiorespiratory system. Tracings are shown to 
illustrate the use of the machine in several con- 
ditions, and especially to demonstrate its value in 
objectively following the patient’s progress. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 























Our Poor Relations 


Just as, the saying goes, every family has its poor relations, the family of medical 
practitioners also has its poor relations—too many of them. They are not the kind 
that have to be assisted financially, but are for sure the kind that ought to be 
kept hidden in the family closet. I refer to our public relations, those which we as 
individual physicians bear toward the public as individuals and as a group. 


All the efforts of organized medicine, the American Medical Association, go for 
naught in this field in picturing for the public an image of the physician as a benign, 
interested, self-effacing, dedicated healer and medical counselor when individual 
physicians live and practice as hardhearted, pompous, self-aggrandizing, money- 
grabbing misanthropes. 


The low status to which we have fallen in the eyes of the public in the last few 
generations as compared to the position of trust and respect which was once our 
traditional, endeared place in the hearts of the community is in largest measure due 
to the carelessness with which we conducted ourselves, our poor rapport, our lack 
of communication. How many of us are guilty of being curt, short-tempered, un- 
reachable, impatient with patients who are perhaps a little demanding, thoughtless, 
and in some instances not physically ill but in need of counsel and reassurance? 


In these troublous times for the profession, when we move from crisis to crisis 
without fully settling any of them, rarely to our own satisfaction, when we keep 
fighting rear guard actions and find ourselves giving a little ground here and a little 
there in an effort to stave off completed capitulation to the desires of self-styled do- 
gooders and bureaucrats in government and other administrations with whom we must 
constantly deal, it behooves us to dress up the face we turn to the public, our pa- 
tients. This is not a suggestion that we act a part we do not sincerely feel, lest we 
be accused of having ulterior motives only, but that we turn over new leaves, if 
necessary, that we earnestly and in all humility come down off our high horses and 
behave as true disciples not only of Hippocrates but also of the Great Physician. 


M.Wethtil 
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Three’s a Crowd 


Most of us are fond of such generalizations— 
just as we are fond of traditions—routines—and 
stereotyped channels of thought and action. With- 
in limits, the adoption of them is wise, safe, 
and usually reliable, inasmuch as the tried and 
true methods—the surviving and traditional pat- 
terns—are generally based upon broad, if empiri- 
cal, foundations. But insofar as our adherence to 
these ideals, customs and mores of another genera- 
tion is secondary to lassitude and indolence—in- 
sofar as we accept sweeping generalities, protocol 
and tradition, simply because we are too intellec- 
tually lazy to pursue logical and promising ave- 
nues of investigation—then, certainly to this ex- 
tent, we are guilty of bad habits. 

In this Journal is reproduced the talk given 
by Mr. James Brindle, of the United Auto Work- 
ers Union, to the Florida Society of Internal 
Medicine. Here is a careful and forceful expres- 
sion of a problem by one who speaks for a size- 
able portion of America. Whether or not we agree 
with his principles, we must accept the fact that 
his is a very clearly developed philosophical idea 
to which his organization, and many like it, are 
committed as a practical solution to the problem 
of medical care. This is an entirely different ap- 


proach from that made by these same organiza- 
tions 10 years ago, when they clamored for Gov- 
ernment Medicine. Perhaps this is still what they 
want—and at present they are merely approach- 
ing it by a more devious and circuitous route. 
Perhaps they are not sincere when they say that 
voluntary health insurance can be the answer to 
the problem. This each of you must decide for 
yourself—from reading their statements and from 
talking to them. Certainly Mr. Brindle impressed 
most of us with his dedication and desire to se- 
cure effective medical coverage for his group, on 
a financially sound basis, without exploitation of 
the Physician or forfeiture of any advantages ac- 
cruing from the traditional Physician-Patient re- 
lationship. 

This activity, however, makes it clear that 
the ancient romance between Physician and Pa- 
tient has been disturbed by the presence of a 
third party chaperon; and if, indeed, three is a 
crowd, it is probable that we are destined to live 
in crowded conditions during the foreseeable fu- 
ture. Let us recall that crowds need direction. 
Certainly the two of us in the front seat will re- 
main ever conscious, during our moonlight ride, of 
the passenger behind us. All this, of course, simply 














emphasizes our growing acceptance of a paternal- 
istic concept in government. Proponents of Mr. 
Brindle’s philosophy have developed the theme 
that, if indeed, Local and Federal Governments, 
as well as Unions, are to treat their constituents 
as the minor children of a large family, then, in- 
deed, they have the responsibility of providing 
shelter, food, medical care and other essentials— 
and luxuries—for individuals unable to fend for 
themselves. From this they reason that, if such 
children are unable or unwilling to insure ade- 
quate medical care for themselves, the agency 
undertaking this procurement—and financing it— 
should have some voice in the type, the quality 
and the availability of the service. And although 
it has been argued that we all pay the bill— 
through taxes—still it is difficult to maintain that 
no one, other than the Physician, should exercise 
any control over the quality of service rendered, 
and that the patient cannot assign this supervi- 
sion with the responsibility of procurement. And 
so we return to a much larger principle—to so- 
cialism and central government, on the one hand; 
and free enterprise and individual responsibility, 
on the other. Here is the problem of Social Se- 
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curity to which many Physicians eagerly sub- 
scribe. And if, indeed, this be the will of the 
land—then it is our obligation as citizens, as well 
as Physicians, to accept it, but simultaneously to 
raise our voices in protest against those principles 
which we deplore, and to persuade others of our 
convictions. And certainly we should explore— 
with vigor, enthusiasm and acumen—all possible 
solutions to the medical care problem as compli- 
cated by this third party which has now come to 
live with us—solutions by which we may pro- 
vide service through a united effort of the profes- 
sion itself, retaining the free choice of Physician 
among the self-policed competent members of or- 
ganized Medicine. With proper planning, thought 
and experimentation, we can do this. 


In our situation, admittedly, three is a crowd 
—yet I am certain that we have the ingenuity to 
surmount this obstacle—just as I am certain that, 
throughout the ages, the duenna has never posed 
an insurmountable problem to the ingenuity and 
the energy of the eager senorita and her ardent 
escort. 


J.W.A. 


Dialysis for Renal Disorders 


Extracorporeal and Intracorporeal Technics 


In 1913 Abel, Rountree and Turner! published 
the first description of an artificial kidney. In de- 
scribing the procedure they stated that “there are 
numerous toxic states in which the eliminating 
organs of the body, more especially the kidneys, 
are incapable of removing at an adequate rate the 
natural or unnatural substances, the accumulation 
of which is detrimental to life.” Since then nu- 
merous technics have been used to perform the ex- 
cretory function of the kidney. None has been 
completely satisfactory. No method, of course, in 
any way incorporates the selective reabsorptive 
properties or metabolic functions of the kidney. 

Most artificial means for clearing the body of 
accumulated substances utilize a semipermeable 
membrane* which is interposed between the pa- 
tient’s blood and a properly constituted rinsing 
fluid. Cellophane is generally used in extracorpo- 


*Exchange resin columns are being evaluated experimentally 
as a technic for extracting unwanted molecules. 





real technics such as the artificial kidney. Intra- 
corporeal methods differ in that a membrane of 
the body, for example the peritoneum, is used. 
In either case the membrane is readily permeable 
to water and to crystalloids of smaller molecular 
weights. Molecules of larger molecular weights 
such as albumin and protein are generally re- 
tained in the body. The cellophane membrane is 
inert; the peritoneal membrane for the most part 
functions as if it were inert. The rate of solute 
transfer, therefore, depends upon the concentra- 
tion gradient of the crystalloid as well as diffusion 
characteristics of the substance. 

Experience with both extracorporeal and intra- 
corporeal technics has repeatedly demonstrated 
that only two salutory effects can be expected: 

I. Correction of certain abnormalities of the 

composition of body fluids, including: 
1. Hyperkalemia 
2. Acidosis 
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3. “The Uremic State” 
4. Intoxication by ingested agents 

II. Removal of fluid 
both technics are useful only as temporary meas- 
u-es in the treatment of acute renal failure (where 
the renal lesion itself is eventually reversible) or 
ir cases of acute intoxication due to ingested 
ayents. The procedures are only rarely useful in 
the treatment of chronic renal failure. 

The methodology has been greatly improved 
and simplified since Abel described the first arti- 
ficial kidney in 1913! and Putnam? in 1923 de- 
scribed the potentials of the living peritoneum as 
a dialyzing membrane. The Kolff twin coil kidney, 
in comparison with other artificial kidneys, is 
relatively easy to set up and operate. Prepack- 
aged cellophane units are commercially avail- 
able. Doolan and his associates and Maxwell 
and his associates> have revived interest in inter- 
mittent peritoneal lavage, and necessary tubes and 
fluids are available commercially.> Utilizing the 
principles of the siphon the solution may be readi- 
ly drained from the peritoneal cavity after equi- 
libration has occurred. The procedure is techni- 
cally quite easy to carry out. 

Both extracorporeal and intracorporeal tech- 
nics can remove significant quantities of excessive 
“natural or unnatural substances.” The time re- 
quired to accomplish the same results by the two 
methods varies, however. Doolan® has stated that 
approximately 10 two hour peritoneal dialyses are 
required to remove as much urea nitrogen as will 
be accomplished with one five to six hour hemodi- 
alysis. Experience with both technics in this clinic 
would corroborate this observation. 

In this clinic use of the artificial kidney and 
peritoneal dialysis are considered complementary 
rather than supplementary procedures. Of the two, 
peritoneal dialysis is less costly and technically 
easier to perform. Elabcrate equipment and con- 
stant supervision by highly trained personnel are 
unnecessary. It is the safer procedure for use in 
infants and children. Utilization of the artificial 
kidney results in a more rapid correction of ab- 
normalities of body fluids. It is more efficient in 
treating acute intoxication due to ingested com- 
pounds. Both procedures are effective in removing 
excessive fluid; however, experience in this clinic 
would suggest that peritoneal dialysis is the more 
efficient in this regard. 

Unlike extracorporeal procedures, intracorpo- 
real technics do not require donor blood or anti- 
coagulation and do not result in hemolysis or pre- 
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dispose to thrombophlebitis. Peritoneal dialysis, 
on the other hand, is always accompanied by the 
potential hazard of peritonitis. It must be used 
cautiously in patients with recent abdominal sur- 
gery or widespread adhesions and is contraindicat- 
ed by peritonitis or hiatus hernia. 

Regardless of the type of artificial, dialysis that 
is used, it should be considered an adjunct to 
rather than a substitute for well planned, con- 
servative therapy. Neither procedure should be 
used by persons not familiar with the problems 
attending fluid and electrolyte balance in anuric 
or oliguric patients. Physicians with experience 
in such problems, however, may feel secure in us- 
ing peritoneal dialysis in community hospitals 
provided good laboratory facilities are available. 
Because of the complexity of the procedure, the 
artificial kidney should probably be used only in 
centers with a well trained team. The rare patient 
with rapidly progressive uremia or other contra- 
indications to peritoneal dialysis will, therefore, 
probably have to be referred to such centers. 
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Plans for the , Righty. Seventh 
Annual Meeting—1961 


The scientific program of the Eighty-Seventh 
Annual Meeting of the Florida Medical Associa- 
tion will follow basically the same plan as the 
meeting held in Jacksonville last year, Dr. Thad 
Moseley of Jacksonville, chairman of the Com- 
mittee on Scientific Work, has announced. There 
will be three scientific assemblies with the first 
being held on Friday morning, May 26; the second 
that afternoon, and the third on Saturday morn- 
ing. 

The program for the first assembly, according 
to present plans, will consist of two Diagnostic 














Panels of one hour each. The details of these 
presentations will be worked out later. 


The Committee continues to plan the second 
scientific session as that time allotted to presen- 
tation of papers prepared by Florida physicians. 
The final date for submission of abstracts for 
consideration by the Committee is November 15. 
It has been requested that abstracts be 25 words 
or less and that they be sent to Dr. Moseley. 


The program for the final scientific session on 
Saturday morning will feature presentations by 
guests of the special interest groups and the As- 
sociation. Arrangements have been completed with 
five groups to provide the speakers. The Florida 
Academy of General Practice is searching for the 
physician best qualified to discuss radioactive 
substances in clinical medicine. The Florida Pedi- 
atric Society has consented to provide a speaker 
to discuss chemotherapy in children, and the 
Florida Chapter, American College of Surgeons, 
has obtained the consent of Dr. Oscar Creech of 
New Orleans, who is to talk on perfusion therapy 
in cancer. It is hoped that following the discussions 
upon each of these subjects, a panel discussion can 
be held with answering of questions from the floor. 
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After a short intermission, the Florida Urolog- 
ical Society will present a speaker who will discu 3 
some phase of the kidney’s role in hypertension, 
and the Florida Society of Anesthesiologists is to 
provide a speaker to discuss anesthesiology in hy- 
pertension. With the five speakers, plus a panel 
discussion, the time allotted to the third session 
will have been filled, and it is hoped that the 
group of speakers will present subjects of interest 
to all the members of the Association. 

The hobby section of the Scientific Exhibit, 
begun last year, will be continued. Physicians who 
have a hobby or collection which they would like 
to share with others are urged to use the form 
published for their convenience in this issue of 
The Journal. While entries in this section were 
limited at the April meeting in Jacksonville, suf- 
ficient interest was manifested to warrant the 
continuation of the program, in the opinion of the 
Committee. 

The Eighty-Seventh Annual Meeting will be 
in the Americana Hotel at Bal Harbour, the north 
section of Miami Beach. In this hotel, facilities 
permit the scientific program and all other activ- 
ities to be presented in the same general area, 
which should assure excellent attendance. 


Hospital-Medical-Insurance Partnership 


From a Physician’s Standpoint 


The majority of the American people have 
clearly demonstrated that they desire a system 
of prepaid medical care. It is estimated that the 
present population of the United States is close to 
180 million people. It is also estimated that over 
127 million persons are covered by some type of 
hospital benefits and 118 million persons have 
surgical benefits. Even though the medical pro- 
fession may not think it is ideal to have a third 
party involved in the doctor-patient relationship, 
it is inevitable that we must bow to the will of 
the majority of the people. With this premise 
it is up to the medical profession to help devise a 
system whereby the American people can prepay 
medical care and hospital care and still maintain 
the high standards we have today. In order to 
maintain the high standards of today, we must 


Presented before the Florida Hospital Association, Tampa 
fon 16, 1960 at a Seminar sponsored by the Florida Health 
nsurance Council. 





continue to engage in research and to develop new 
methods, new techniques, and new drugs. These 
goals cannot be carried out unless we continue to 
have free competition among doctors, hospitals 
and insurance companies. 

Perhaps I surprise you with the statement of 
free competition among doctors. Doctors begin 
competing when they apply to medical school. 
In 1949-1950 there were 24,434 individual appli- 
cants to medical schools. In 1956-1957 there were 
only 15,918 applicants. In 1950-1951, 40 per cent 
of the students accepted for first year medical 
school had an A college average. In 1956-1957 
only 16.1 per cent of the first year class had an 
A average. This reduction in applicants and the 
quality of the applicant is alarming. This change 
has arisen because there has been a tremendous 
expansion in the technical need of other sciences, 
such as electronics, nuclear physics, and chemis- 
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try. As a result, medical schools are having to 
compete with other science schools in order to at- 
tract the bright students. The other sciences are 
attracting more and more of these young people 
for several reasons. There has been a rapid ex- 
pansion in the needs of these new scientific fields. 
The financial return from these new vocations ap- 
proaches that of the physician and may even ex- 
ceed it. Numerous articles have appeared in popu- 
lar magazines highly critical of the medical pro- 
fession. We have educated our young people that 
we should not work more than a 40 hour week. A 
medical student must work at least 60 hours a 
week or more during his medical school years, and 
after medical school the average physician con- 
tinues to work at least 60 hours per week. The 
cost of obtaining a medical education and the 
length of time needed to complete it far exceed 
that of the other scientific fields. We are going 
to have a serious health crisis if we do not expand 
our medical education facilities and attract more 
men and women into the field of medicine. 

After the medical student becomes a doctor, 
he competes for his postgraduate education, ap- 
plying for internships, residencies, and fellow- 
ships. The young physician entering practice com- 
petes with his older colleagues for patients. All of 
these factors give us a constructive type of com- 
petition which makes us better doctors. All of this 
competition is healthy and it is one of the rea- 
sons that under our present system we have the 
finest medical care in the world. Another impor- 
tant reason for the high quality of medical care 
available to the American public is the competi- 
tion between pharmaceutical firms to develop new 
drugs and between medical manufacturers of 
x-ray equipment, laboratory equipment and the 
like, for the development of better equipment, 
to help us in giving better medical care. If this 
competitive spirit is destroyed, progress in medi- 
cine will become stagnant. 


Voluntary Health Insurance 


Prepaid medical care must not disturb this 
healthy competitive spirit and it should be ex- 
panded if possible. How then can prepaid medical 
care best be carried out? 

We have many advocates of government medi- 
cine among our public servants, social welfare 
workers, labor organizations, retired groups, and 
others. We must, however, avoid the pitfalls in 
Voluntary Health Insurance that would be en- 
demic in government medicine. The system must 
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avoid regimentation of patients, hospitals, and 
doctors. It is very difficult, for example, to decide 
fees for hospitalization. In the hospital a doctor 
is responsible for a patient 24 hours a day. One 
cannot decide a fee on the basis of hospital visits, 
for in the care of a hospitalized patient, one must 
record a complete history and physical examina- 
tion, write progress notes and discharge sum- 
maries for the hospital records, receive phone calls 
and receive visits from members of the family. 
All of this is time-consuming to the physician and 
of no material benefit in the care of the patient. 
One patient with a coronary thrombosis may re- 
quire little care from the physician; on the other 
hand, another patient may have complications re- 
quiring hours of the physician’s time. It is regi- 
mentation to say the fee paid the physician for his 
time should be the same in all cases of coronary 
thrombosis. 

Some patients because of their economic status 
want private duty nurses as a matter of conven- 
ience. Other patients may require 24 hour individ- 
ual nursing care. 

It is difficult if not impossible to take into ac- 
count these items in prepaid insurance, unless the 
patient has some responsibility as to the cost. I 
believe the pitfall of regimentation can be avoided 
in prepaid medical care only if the patient carries 
some contingent liability in order that the patient 
has an interest in keeping the cost of good medi- 
cal care at a minimum. For example, in England 
it was found that millions of pounds could be 
saved by making a 14 cent charge for prescrip- 
tions, thus eliminating the patient’s demand for 
unnecessary prescriptions. The total cost of the 
average prescription is 70 cents, the government 
paying the remaining 56 cents in cost. 


Any system other than the present system, 
which is rapidly disappearing, and that is the 
system of doctor-patient relationship without a 
third person, has to be more expensive because 
the mere presence of a third person collecting 
money from the taxpayers or insurance premiums 
costs money. The third person paying the pa- 
tient’s bills costs money in clerical help, and in 
addition, in this already present shortage of phy- 
sicians the physician must devote less time to his 
patients and more time to the filling out of forms 
and doing clerical work connected with the third 
person paying the fee. Even though this third par- 
ty system is going to cost more money, the major- 
ity of the people are demanding it. We must, 
therefore, bring to the people’s attention that they 














must pay a premium over the present cost in 
order to have prepaid medical care, whether it is 
done by voluntary insurance or government. I 
believe that prepaid medical care by voluntary 
insurance will be least costly and do the least 
harm to the high type of medical care that we 
have available for the patient today. 

If voluntary health insurance is not successful, 
I do not believe there is any question in any of 
our minds that we will have some type of govern- 
ment medicine. It makes no difference whether 
we use the name socialized medicine, government 
medicine, compulsory health insurance, or what- 
ever term we use, it is still government regimenta- 
tion of medicine. It has been proved time and 
again by comparing either the Veterans Adminis- 
tration or Armed Forces medical care costs with 
private medical care that in any government form, 
the expense is greater, and we will not question 
the quality of the care. The statistical hospital 
stay for any medical procedure or illness is much 
longer in a government hospital, and we already 
have a shortage of hospital beds. 


Adequate Liaison 


If we accept the premise that the best way to 
have prepaid medical care is through voluntary 
health insurance, it is the responsibility of the 
physician, the hospital and the insurance vendor 
to make it a success. In order for the program to 
be successful, we cannot have misunderstandings. 
The best way to avoid misunderstandings is to 
have good liaison, and I believe at the present 
time liaison between the physicians, hospitals and 
insurance vendors is inadequate in relationship 
to the problem of prepaid health insurance. The 
purpose of this meeting today is to aid us in 
understanding each other’s problems, in order that 
we may work them out to our mutual satisfaction. 
Four groups are looking at the problem of good 
medical care from their own standpoint. The pa- 
tient is looking at it from his standpoint, the hos- 
pital administrator is looking at it from his stand- 
point, the insurance vendor is looking at it from 
his standpoint, and the physician is looking at it 
from his standpoint. We must educate the public 
in our mutual problems and have good liaison 
with each other in order to make voluntary health 
insurance a success. We need to conduct an edu- 
cational program and public relations program as 
to what volunteer insurance should provide and 
should not provide. 
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Use Versus Abuse 

The American Medical Association has pub- 
lished the pamphlet “Let’s Use, Not Abuse Health 
Insurance.” I wonder how many of you have seen 
it? Would you raise your hand if you have? I am 
not surprised that you have not seen it. It is the 
fault of the medical profession and insurance 
vendors that the pamphlet does not have wider 
distribution. It has six pages and is well written; 
we should see that the public reads it. It should 
be a must for everyone, especially those who buy 
some type of prepaid medical care benefits. There 
are six paragraphs, and their headings are as fol- 
lows: 


Let’s Use, Not Abuse Health Insurance. 

Insurance Doesn’t Create Any New Money. 

Insurance Is Designed To Pay Big Bills, Not 
All Small Ones. 

Why Your Doctor May Not Recommend 
Hospitalization. 

Know Your Policy—Use It Properly. 

Holding The Line On Medical Costs. 

We now hear in our offices each day, “Oh, 
doctor, I’ve been paying premiums for years, why 
shouldn’t I get something out of the insurance 
company?” We must teach the patient that his 
insurance policy premium is designed only to pro- 
vide care for him when he becomes acutely ill. 
If it were designed to pay for diagnostic studies, 
the cost to him would be greater. I believe that 
there is a need for policies that cover diagnostic 
workups, either for a hospital inpatient or pref- 
erably for an outpatient in the hospital or doc- 
tor’s office, where it can be done at a lower cost. 
Many people are hospitalized under the subterfuge 
of acute illness for a diagnostic workup and us- 
ually the cost to insurance companies will be much 
greater than if it were done on an outpatient 
basis. If the patient does not share in some 
portion of this cost, much needless work will be 
done. Insurance vendors should explore the possi- 
bility of adding certain types of outpatient care 
to their policies. It behooves the vendors of pre- 
paid medical care to explain carefully to their 
customers what they are buying when they buy 
insurance. A few enthusiastic salesmen mislead the 
patient as to what he is buying. The public may 
also mislead the salesman as to existing medical 
conditions. The patient becomes ill and feels he 
is protected. The doctor sends in an honest report; 
the patient feels that the doctor denied him his 
benefits. This type of thing hurts voluntary 
health insurance—it hurts the private practice 
of medicine. In order for voluntary insurance to 














*. Froripa M.A. 
EPTEMBER, 1960 
e a success, the insurance vendor as well as the 
hysician must assume a moral responsibility that 
he patient has protection at the issuance of the 
»olicy, not at the time illness occurs. 

We physicians must assume the moral respon- 
ibility of avoiding unnecessary hospitalizations 
end unnecessary days in the hospital. For ex- 
ample, to reduce an average hospital stay for a 
given illness by one day will save millions of dol- 
lars in costs and free thousands of hospital days 
for care of other patients. If one half of Florida 
Blue Shield’s participating physicians permit one 
excess day of hospital care for one patient, the 
daily cost amounts to $60,820. The hospital ad- 
ministrator can also play a very important part in 
making this partnership a success. Because of the 
crowded conditions of our hospitals, patients may 
use up bed space waiting for reservations on 
operating schedules, or awaiting appointments for 
certain diagnostic tests. Even with good economy, 
hospital care is expensive. It is our joint respon- 
sibility to show the public why hospital care and 
medical care are expensive. The average person 
has no idea of the number of employees required 
in the hospital, such as orderlies, maintenance 
men, nurses’ aides, record librarians, insurance 
clerks, and bookkeepers. The average person has 
no idea what elaborate tests may be made on a 
sample of blood removed from the arm. He does 
understand why a house is expensive, why an 
automobile, or stove, or refrigerator is expensive. 

We cannot sit back smugly and say medical 
care is expensive, and feel no further explanation 
is needed. We must jointly and individually have 
good public relations programs in order that the 
public may understand the difference in tedical 
care today and 20 years ago. The housewife can 
tell you the difference between her stove of today 
and the one 20 years ago. The average man can 
tell you the difference between his automobile to- 
day and that of 20 years ago. 

In order for the hospital-medical-insurance 
partnership to be a success, we need to have more 
meetings such as this one today so that we may 
better understand each other’s problems, medical 
care from the patient’s standpoint, from the 
hospital administrator’s standpoint, from the in- 
surance vendor’s standpoint, and from the physi- 
cian’s standpoint. If we learn about each other’s 
problems, I am sure we can find ways to solve 
them. For example, the American Medical Asso- 
ciation and the American Society of Internal 
Medicine are both individually working on rela- 
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tive value fee schedules. If such schedules can be 
worked out successfully, it will be of great help to 
insurance companies in calculating insurance rates. 

We have a real challenge. Should we fail, I 
am convinced we will have some type of regiment- 
ed government medicine that will do the public 
a much greater disservice than ourselves. I be- 
lieve that by close liaison and diligent pursuance 
of our problems, we will continue to improve 
medical service to the patient. 


CuHar tes K. DonecAn, M.D., 
St. PETERSBURG 


Florida Medical Foundation 


The Florida Medical Foundation, a nonprofit 
organization having for its purpose “to promote 
better medical care in Florida,” was established 
by the House of Delegates of the Florida Medical 
Association in May 1956. The Charter was ap- 
proved in September of that year, and the By- 
Laws were adopted in January 1957. Dr. Edward 
Jelks of Jacksonville was the first president. 

It was necessary to amend the Charter with 
reference to the objectives of the Foundation in 
order to obtain tax exemption status. This change 
was made, and the amended Charter was approved 
by the Judge of the Circuit Court of Duval 
County in December 1958. The official ruling 
from the Internal Revenue Service that the 
Foundation was exempt from federal income tax 
and that contributions were deductible was re- 
ceived in January 1959. 

The objectives of the Foundation, as revised, 
are: 

1. Improvement of the health and medical 
care of the people of Florida; 


2. Sponsorship of graduate and postgraduate 
medical education without preference for any 
person; 

3. Aid to persons of Florida needing financial 
charitable assistance who are pursuing an educa- 
tion in medicine; 

4. Aid to deserving indigent or destitute phy- 
sicians who by reason of illness or mental or phy- 
sical incapacity need charitable assistance, and 

5. Promotion and sponsorship of medical re- 
search exclusively for public purposes and benefits. 

A Trust Agreement with the Florida National 
Bank of Jacksonville was executed in February 
1958, which has several divisions. Trust Funds 
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have been set up for the Dade County Medical 
Association and the Florida Academy of General 
Practice to administer medical student loans; 
agreements are in effect with the Florida United 
Community Funds, Inc., for a medical research 
program and with the Florida State Board of 
Health for research and development programs. 

At the request of the United Funds and Com- 
munity Chests of Florida, the Florida Medical 
Foundation entered into an agreement on Aug. 
14, 1959, with the Florida United Community 
Funds, Inc., to establish the Florida United Com- 
munity Funds Medical Research Program. This 
agreement provides that the Foundation will ac- 
cept such assets as the Community Funds or 
United Funds donate and transfer irrevocably to 
the Foundation and will administer such assets for 
medical research exclusively for public purposes 
and benefits through its personnel or its Trustee 
acting for it. Applications for funds to conduct 
medical research programs will be reviewed by the 
Committee on Medical Research of the Florida 
Medical Association and consideration will be 
given to qualified organizations, groups and in- 
dividuals including the University of Florida Col- 
lege of Medicine and the University of Miami 
School of Medicine. The United Funds of Orange 
County and Broward County have allocated 
$8,500 to the program for 1960. 

The Board of Governors of the Florida Med- 
ical Association constitutes the Foundation’s 
Board of Directors. The current officers are Dr. 
John D. Milton, President; Dr. Alpheus T. Ken- 
nedy, Secretary-Treasurer; Dr. S. Carnes Harvard, 
Vice President, and Dr. Edward Jelks, Medical 
Advisor. Mr. W. Harold Parham, Executive Di- 
rector of the Florida Medical Association, serves 
as Executive Secretary of the Foundation. 


Florida Diabetes Association 
Eighth Annual Meeting 
Miami Beach, Oct. 27-28 


The Eighth Annual Meeting and Seminar of 
the Florida Diabetes Association will be held at 
the Balmoral Hotel in Miami Beach on October 
27 and 28, 1960. 

The speakers will be Dr. Garfield G. Duncan, 
Professor of Medicine, University of Pennsylvania 
School of Medicine, Philadelphia; Dr. Alexander 
Marble, Physician, New England Deaconess Hos- 
pital, Assistant Clinical Professor of Medicine, 
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Harvard Medical School, Boston; Dr. Roger H. 
Unger, Assistant Professor of Internal Medicine, 
University of Texas Southwestern Medical School, 
Dallas; Dr. A. Gorman Hills, Professor of Medi- 
cine, Head of Division of Endocrinology, Univer- 
sity of Miami School of Medicine, Coral Gables; 
Dr. George F. Schmitt Jr., Assistant Clinical 
Professor of Pharmacology, University of Miami 
School of Medicine, Coral Gables, and Dr. Joseph 
C. Shipp, Assistant Professor of Medicine, Uni- 
versity of Florida College of Medicine, Gaines- 
ville. 

The registration fee is $15, and all interested 
physicians are invited. Reservations for the 
course may be made by writing the Secretary, 
Dr. George F. Schmitt Jr., 30 S. E. Eighth St., 
Miami. 





Two Florida Physicians 
Active in Political Conventions 


Among the group of physicians from through- 
out the country actively engaged in the delibera- 
tions of their respective political parties in na- 
tional conventions during July were two from 
Florida, Dr. Edward R. Annis and Dr. Ralph W. 
Jack, Immediate Past President of the Florida 
Medical Association, both of Miami. Dr. Annis 
served as a representative of the American Medi- 
cal Association at the Democratic National Con- 
vention held in Los Angeles, and Dr. Jack was 
seated as a delegate at the Republican National 
Convention in Chicago. , 

As a representative of the American Medical 
Association, Dr. Annis had the opportunity to ap- 
pear before the committee of the Democratic Na- 
tional Convention drafting the platform which 
later was to be presented to all the delegates for 
consideration as the principles upon which the 
party would base its program provided its candi- 
dates are elected at the general election in No- 
vember. 

Mr. Louis Fleming, reporting for the Los 
Angeles Times of July 6, records the events of 
Dr. Annis’ appearance before the committee: 

“A fiery debate over medical aid to the aged 
broke out yesterday at the opening meeting of 
the platform committee of the Democratic Na- 
tional Convention. 

“The heated exchange of words came during 
the appearance of Dr. Edward R. Annis, repre- 
senting the American Medical Association, to urge 
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the Democrats to refrain from endorsing proposals 
to finance medical care for the aged from Social 
Security taxes. He said this would lead to social- 
ized medicine. 

“Rep. Ray Madden, a platform committee 
member from Indiana, broke in to charge the 
‘brass hats’ of the medical association with play- 
ing politics for the Republicans. 

“Dr. Annis, who said he is a practicing physi- 
cian in Florida and a Democrat, said vice presi- 
dent Walter Reuther of the AFL-CIO favored the 
Social Security financing methods as a step in 
bringing about ‘socialized medicine.’ 

“At this point, president James B. Carey of 
the International Union of Electrical Workers 
stood up in the audience. 

“ “The American Medical Association is not 
affiliated with the AFL-CIO and it has no right to 
speak for Mr. Reuther or myself . . . that is a 
privilege we reserve for ourselves,’ he declared. 

“Dr. Annis insisted he was quoting from a 
Reuther speech.” 

Approximately 10 minutes of oral testimony 
had been arranged for Dr. Annis before the Plat- 
form Committee; however, his time was increased 
to more than an hour. 





Southeastern States 
1960 Cancer Seminar 
Orlando, November 16-18 


The nation’s top authorities on cancer, three 
of them directors of the country’s largest research 
centers, make up the faculty of the Southeastern 
States Cancer Seminar to be held in Orlando on 
November 16, 17 and 18. The physicians, sur- 
geons, pathologists and radiologists are the most 
outstanding array of medical talent ever assembled 
in the South. Each man is a specialist in his field. 
Each has an international reputation. 

On the program are such authorities as: Dr. 
John R. Heller, President of Sloan-Kettering In- 
stitute, New York City; Dr. George E. Moore, 
Director of the Roswell Park Memorial Institute, 
New York; Col. Frank C. Townsend (MC), Di- 
rector of the Armed Forces Institute of Pathology, 
Washington, D. C.; Dr. Alexander Brunschwig, 
Professor of Clinical Surgery, Memorial Center 
for Cancer and Allied Diseases, New York City; 
Dr. Lyndon E. Lee, Chief of the Extra-VA Re- 
search Division, Washington, D. C.; Dr. George 
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Crile Jr., Head of the Department of General 
Surgery, Cleveland Clinic, Cleveland, Ohio; Dr. 
Oscar Creech Jr., Chief of Surgery, Tulane Uni- 
versity School of Medicine, New Orleans, La.; Dr. 
Oscar Auerbach, Senior Medical Investigator, 
Veterans Administration Hospital, East Orange, 
N. J.; and Dr. Louis M. Orr, Immediate Past 
President, American Medical Association, Orlan- 
do. Each man will speak on his particular special- 
ty, spotlighting the Seminar’s theme, ““New Hori- 
zons of Cancer Research and Therapy.” 

Already in the mail are personal invitations to 
more than 9,000 doctors throughout the South 
from the Seminar’s chairman, Dr. Cecil Butt, a 
pathologist of Orange Memorial Hospital, Or- 
lando. The Seminar is sponsored by the Orange 
County Medical Society through the cooperation 
of the Florida State Board of Health and the 
American Cancer Society. Reservations may be 
made by contacting the Seminar office, 17 Lake 
St., Orlando. 


— 
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Fly Tying 


“FISHING IS ONE OF THE FEW WAYS LEFT FOR US TO 
RELAX IN THIS WORLD OF HIGH PRESSURE LIVING; sO GO 


FISHING TO RELAX AND LIVE LONGER.” 
GV. 


The development of the art of tying flies was 
no miracle. It took place quite naturally. Many 
hundreds of years ago people discovered that fish 
could be caught by attaching certain colored ob- 
jects to fish hooks. Patience was a factor in the 
olden days because of the very crude methods em- 
ployed. Today fishing with a fly is an easy, 
active sport packed with thrills and excitement. 
The improved materials in flies together with 
improved methods of their construction make 
catching fish a certainty and a pleasure. 

Fly fishing is one of the most successful of all 
types of fishing because through the long years 
many different materials and various methods 
were tried in the construction of lures that would 
catch fish. We of the present day enjoy the re- 
sults of those years of experience and experimen- 
tation. 

One of the greatest thrills of the sport is to 
play a bass or trout as he leaps in the air, dives, 
dashes and tugs in his fight before you land him. 
You have never experienced the greatest joy of 
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Dr. Jarrell’s flies as shown at the Association’s 1960 Annual Meeting. 


fly fishing until you have caught a fish on a fly 
which you actually made yourself. 

Fly casting for the wily trout or bass is a 
recreation unsurpassed. It is no wonder, then, 
that a vast number of vacationists and health 
seekers are taking up fly fishing as their chief 
pastime. The thrills of no other outdoor sport can 
compare with playing and landing a scrappy game 
fish. No one can know the boundless pleasure that 
Mother Nature has in store for him until he slips 
away to some good, quiet stream and matches his 
skill with the strength and cunning of a big bass 
or trout. If you are successful in landing him, it 
makes you proud and satisfied. If he gets away, it 
thrills and excites you, making you doubly deter- 
mined to get another one. You will always remem- 
ber those that got away better than those you 
caught. 

Fly fishing, if only for a day or two, is so 
stimulating, so reviving, that many people pro- 
claim it the most invigorating and healthful of 
outdoor sports. 

If you would have a _ wholesome and 
beneficial vacation, if you would know the 
boundless, exhilarating joy of fly fishing—then 
take a rod and some flies, go to a beautiful little 


stream and fly cast. 

Fly tying is recognized as one of the finest 
tonics for frayed nerves. This is evidenced by the 
fact that our government has spent hundreds of 
thousands of dollars for fly tying materials for 
compulsory use by veterans in government hos- 
pitals. 

Every fly fisherman will recognize the advan- 
tages of making his own fly rod lures. By tying 
your own, special requirements of your particular 
locality can be met, and individual preferences 
can be expressed only if you tie your own. It 
should be kept in mind that there are very few, 
if any, prominent fly fishermen who do not tie 
their own lures. 

WALTER G. JARRELL, M.D. 
JACKSONVILLE 
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Note: This is the second in a series of discussions of 
various hobbies being enjoyed by physicians in Florida. 
These articles are published in the hope that those phy- 
sicians who do not have a hobby might be encouraged 
to begin one, and for those who do have a hobby, these 
remarks may be a source of interest. The Committee on 
Scientific Work would like to know about your hobby 
for possible display at the next Annual Meeting. The 
blank published in this issue of The Journal on page 278 
is for your convenience. 
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In Acute 
Illness... 


NILEVAR 


Can Speed 
Recovery 


ue gs ‘ 
Commonly, negative nitrogen balance! occurs 


during acute febrile illnesses and following 
traumatic events and surgical procedures.” As 
much as 300 to 400 Gm. of nitrogen? may be 
destroyed daily in severe infections. Convales- 
cence! is delayed when negative nitrogen bal- 
ance is large and persistent. 

NILEVAR Builds Protein, Speeds Convales- 
cence to Complete Recovery? 6 “, . . we were 
impressed? with the efficacy of Nilevar as an 
anabolic agent. All of the patients reported feel- 
ing much more vigorous and experiencing an 
increase in appetite. ...” 

The actions of Nilevar* in reversing a nega- 
tive nitrogen balance —and therefore a negative 
protein balance—improving the appetite and in- 
creasing the sense of well-being can be expected 
to shorten the illness and the convalescence of 
these patients. 

An initial daily dosage of 30 mg. of Nilevar 
(brand of norethandrolone) is suggested. After 
one to two weeks, this dosage may be reduced 
to 10 or 20 mg. daily in accordance with the re- 
sponse of the patient. Continuous courses of 
therapy should not exceed three months, but 
may be repeated after rest periods of one 
month. Nilevar is supplied as tablets of 10 mg., 
drops of 0.25 mg. per drop and ampuls of 25 
mg. in 1 cc. of sesame oil with benzyl alcohol. 
1. Eisen, H. N., and Tabachnick, M.: Protein Metabolism, M. 
Clin. North America 39:863 (May) 1955. 2. Jamison, R. M.: 
General Nutritive Deficiency, Virginia M. Month. 83:67 (Feb.) 
1956. 3. Goldfarb, A. F.; Napp, E. E.; Stone, M. L.; Zucker- 
man, M. B., and Simon, J.: The Anabolic Effects of Norethan- 
drolone, a 19-Nortestosterone Derivative, Obst. & Gynec. 
11:454 (April) 1958. 4, Batson, R.: Investigator's Report, Feb. 
11, 1956. 5. Weston, R. E.; Isaacs, M. C.; Rosenblum, R.; 
Gibbons, D. M., and Grossman, J.: Metabolic Effects of an 
Anabolic Steroid, 17-Alpha-Ethyl-17-Hydroxy-Norandrostenone, 
in Human Subjects, J. Clin. Invest. 35:744 (June) 1956. 6. Brown, 


C. H.: The Treatment of Acute and Chronic Ulcerative Colitis, 
Am. Pract. & Digest Treat. 9:405 (March) 1958. 
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Health Benefits For 
Retired Federal Employees 
To the eternal credit of dedicated representa- 
tives of national Blue Cross-Blue Shield and the 
United States Civil Service Commission, the com- 
prehensive health benefits program for employees 
of the federal government is off to a flying start 
with a minimum of confusion and misgivings. For 
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the first time the federal government is providing 
its employees with a health benefits program more 
nearly in line with that in business and industry, 
with a portion of the cost being paid by the 
employer. 


Unfortunately, the Health Benefits Act of 1959 
failed to include former employees of the federal 
government who retired prior to the date on which 
they could have participated in the new program. 
It comes as no surprise that those who fall into 
this category have protested their exclusion and 
have made their dissatisfaction known to their 
Congressmen positively enough to have produced 
action. Before the original Act went into effect, 
legislation had already been introduced which 
could be pointed to a conscientious attempt to 
correct this inequity. 


In presenting testimony on two such bills—S. 
2575 and H.R. 12495—+representatives of the 
Blue Cross Association jointly with those from 
the National Association of Blue Shield Plans 
reiterated their traditional position that adequate 
health care coverage must be provided for persons 
of retirement age. Neither of the two bills meets 
these requirements. Each attempts to solve the 
problem by isolating these older persons into a 
group to themselves, pointing up vividly the un- 
soundness of providing separate coverage for the 
aged. Rates for protection against the costs of 
illness can be kept within reason only if a suf- 
ficient number of the younger and healthier are 
included to balanced heavier utilization by older 
persons. These retired persons constitute a group 
which will be constantly increasing in average age. 
Under the proposed legislation there would be no 
possibility of introducing new and younger people 
into the group, with the ultimate result that there 
would have to be an ever increasing cost to each 
person in the group. 


The necessity to have new laws to correct this 
omission must be questioned since it appears that 
a simple amendment to the existing Act would 
solve the problem. That is, it could if Congress- 
men wish to avoid further charges of discrimina- 
tion by providing no less coverage for former re- 
tirees than those who will retire in years to come. 
Regardless of how it is accomplished—by new 
laws or by amendments—it is obvious that these 
people can get better benefits at more reasonable 
costs if permitted to remain in or become a part of 
existing, continuing plans, than if they are isolated 
in a continuously diminishing group. 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 





aay 





Chronic Appendicitis? 


Rheumatoid Arthritis? 


everlooked in solving diag- 
nostic quandaries is amebiasis. 
!ts symptoms are varied and 
«nntradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


_ Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gail bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


= DISEASE that is frequently 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubinindicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 

1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955) 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 


Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 44:708 (July, 1955). 
3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 


tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E£. FWPASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY ° SAN FRANCISCO 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 


OTHERS ARE SAYING 




















RADIUM 


(Including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray and Radium 


Laboratories 
(Owned and Directed by a Physician.Radiologist) 


HAROLD SWANBERG, B.S., M.D., Director 
Ww. C. U. Bldg. Quincy, Illinois 























HATEVER your first requi- 

sites may be, we always 

endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION Press help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
PUBLICATIONS ¥z¢ BROCHURES 


CONVENTION 
PRESS 


2138 Weer Cuvuacn ST. 
JACKSONVILLE, FLORIDA 





























“You Are Old, Father William... .” 


Not so long ago, it seems, old people were just 
old people, gentle, withering relics of the past 
typified by Whistler’s portrait of his mother. 
True, they had their problems then, but who 
hadn’t? Some were incapacitated, others spry; 
some were broke, others solvent; some were hap- 
py, some sad. 


Now our modern old people, more numerous 
than before thanks to modern doctors, modern 
medical science, and modern private enterprise in 
medicine, have been metamorphosed. From being 
just old people they have become recently desir- 
able, valuable political assets! Each has a genuine, 
exercisable franchise; some 15,000,000 potentially 
purchasable ballots! Purchasable by inducement 
—not in cash but by “benefits.” 


Both major political parties are offering bids, 
the Democrats a Forand-type bill, the Republi- 
cans a Javits-type bill. Suddenly the health of the 
aged becomes the grave concern of others besides 
the doctors. 


Assuredly the old folks have not offered their 
votes for sale; the most many ask for is the privi- 
lege of continuing to work gainfully after sixty- 
five, not for a pittance but according to their 
ability to earn and to pay their taxes, employ their 
own doctors, and buy their own insurance. 

In all the election year turmoil over the health 


of the old who hears any concern expressed over 
the employers, the business men, the small and 
large shop operators, and others, men who create 
employment for the young? In this election year 
and every year, many thousands of young people 
will for the first time have fastened about their 
necks the yoke of withholding taxes, Social Se- 
curity taxes, rent, state, local taxes, union dues, 
and the national debt. The young—don’t they 
enjoy the prospect of some forty-seven years of 
work-filled and tax-ridden pursuit of happiness? 


The young people—will they not find it in- 
creasingly difficult in this inflation-ridden election 
year and those to follow to buy bread for them- 
selves and their children? Who cares? Let them 
eat cake! They are only the young. Will they find 
in their midst anyone to arise and say in a loud 
voice to politicians of both parties; Thou shalt 


(Continued on page 308) 
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FORCE INJURY 


severe bruises 
... Swelling 
... Cleared | 
by fifth day’ 


INFECTED 
LACERATION 


marked reversal 
in 3 days... 
returned 
to school... 
Closure advanced’ 





VARICOSE fb 


ULCER 


15 years duration 
a ...fesolved with 
VARIDASE' 


THROMBOPHLEBITIS 


back on his feet 
in a week after = 
recurrent episode’ “™ 


INFLAMMATORY 
DERMATOSIS 


rapidly spreading 
rhus dermatitis 
healed within 

a week’ 


REFRACTORY 
CELLULITIS 


normal routine 
resumed after 4 days 
of VARIDASE' 

















308 


(Continued from page 304) 
not press down upon the brow of youth a crown of 
aging thorns! 
New York State Journal of Medicine 
May 15, 1960 





STATE NEWS ITEMS 








The fall meeting of the Florida Radiological 
Society will be held on October 15 and 16 at the 
Galt Ocean Mile Hotel in Fort Lauderdale. The 
scientific session is scheduled from 9:00 to 12:00 
and from 1:30 to 5:00 in the Compass Room on 
the opening day and will be followed by a cock- 
tail party and dinner. The business meeting takes 
place the following day from 9:00 to 12:00 
o'clock. 

Dr. John P. Stewart of Fort Myers is presi- 
dent; Dr. John P. Ferrell of St. Petersburg, presi- 


dent-elect; Dr. Ivan Isaacs of Jacksonville, vice 
president; Dr. Alfred G. Levin of Miami, secre- 
tary, and Dr. Richard D. Shapiro of Miami 


Beach, treasurer. 
Dr. Jere W. Annis of Lakeland has been 


appointed a member of the Economic Security 





from Hamilton . . 














ODULAR 


| a) | newest idea 
in examining 
room furniture 
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Committee of the Chamber of Commerce of the 
United States. 


a 
Dr. Francis W. Glenn of Coral Gables was 
the guest of Dr. John Royal Moore, president of 
the American Orthopaedic Association, at its an- 
nual meeting held the last of May and the first 
part of June at the Homestead, Hot Springs, Va. 


Sw 
Dr. Harold L. Sanders of Tampa attended the 
recent meeting of the James Ewing Society held 
in New York City and the meeting of the Society 
of Head and Neck Surgeons at Philadelphia. Dr. 
Sanders has been elected to membership in the 
latter group. 
ya 
Dr. John A. Mease Jr. of Dunedin reported on 
the recent postgraduate Seminar on Arthritis held 
at Miami during a July grand staff meeting of the 
Mease Hospital and Clinic at Dunedin. 
a 
Dr. Edward A. Talmage of Miami presented 
a paper entitled “The Paradox of Narcotics and 
Relaxants in Pulmonary Ventilation Under Anes- 
thesia” at the annual scientific session of the 


2 


Why limit the convenience, flexi- 
bility and productivity of your ex- 
amining room storage space? Ameri- 
Modular 
selection of special-purpose work- 


can offers an unlimited 
and-storage units, arranged and po- 


sitioned exactly where you _ need 


them for more productive, less fa- 
tiguing office hours. American Modu- 
lar assemblies fit flexibly into old 
or new, large or small examining 
rooms .. . are easy to install, add- 
on-to, move . . . cost less than con- 
ventional instrument and treatment 


cabinets. For full details, contact. 


Surgical Supply 
Company 
1050 W. Adams St. 


Jacksonville, Fla. 


T. B. Slade Jr. 
J. Beatty Williams 

































You see an improve- 
ment within a few days 
Thanks to your prompt 
treatment and the 
smooth action of Deprol, 
her depression is 
relieved and her anxiety 
and tension calmed — 
often in a few days. She 
eats well, sleeps well 
and soon returns to her 
normal activities. 

























Lifts depression...as it calms anxiety! 


Smooth, balanced action lifts depression as 
it calms anxiety...rapidly and safely 















Balances the mood — no “seesaw” effect Acts swiftly - the patient often feels 
of amphetamine -barbiturates and ener- better, sleeps better, within a few days. 
gizers. While amphetamines and energizers may Unlike the delayed action of most other antide- 
stimulate the patient — they often aggravate pressant drugs, which may take two to six weeks 
anxiety and tension. to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
And although amphetamine-barbiturate combina- patient of long-term drug therapy can be avoided. 
tions may counteract excessive stimulation — they 
often deepen depression. Acts safely — no danger of liver damage. 
Deprol does not produce liver damage, hypoten- 
In contrast to such “seesaw” effects, Deprol’s sion, psychotic reactions or changes in sexual 
smooth, balanced action lifts depression as it calms function—frequently reported with other anti- 
anxiety — both at the same time. depressant drugs. 


ually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethy] benzi- 

late hydrochloride (benactyzine HCl) and 400 mg. 

meprobamate. Supplied: Bottles of 50 light-pink, Wy, 

scored tablets. Write for literature and samples. LW WALLACE LABORATORIES / New Brunswick, N. J. 


® 
Dosage: Usual starting dose is 1 tablet 2 a 
q.i.d. When necessary, this dose may be grad- 
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Guthrie Clinic Alumni Association held the latter 
part of June in Sayre, Pa. 
aw 
Dr. Warren W. Quillian of Coral Gables pre- 
sented two papers at the Southern Obstetric and 
Gynecologic Seminar held July 28-August 3 at 
Asheville, N. C. and also served as moderator for 
an afternoon conference. The opening day of the 
Seminar Dr. Quillian presented ‘“Interrelationship 
of the Pediatrician and Obstetrician” and the 
following day, he spoke on the topic ““Emergencies 
of tie Newborn.” 
a 
The University of Miami School of Medicine 
will sponsor an all day symposium on “Medical 
Aspects of Marriage and the Family” at the Du- 
pont Plaza Hotel, Miami, on Sunday, November 
13. Registration is open to physicians only and 
there is no charge for the sessions or meal func- 
tions. 
aw 
The Medical-Health Section of the United 
States Civil Defense Council will meet September 
21-22 in the Leamington Hotel at Minneapolis, 
Minn. Dr. William C. Ballard of St. Petersburg 
is a member of the Medical-Health Committee. 
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Drs. M. Eugene Flipse and George M. Erick- 
son of Miami, and Dr. Franklin J. Evans of Coral 
Gables will discuss “The Status of Live Virus 
Polio Vaccine” at the annual convention of the 
Florida Public Health Association being held 
October 13-15 at Miami Beach. Dr. Clarence M. 
Sharp of Jacksonville is program chairman and 
Dr. James O. Bond also of Jacksonville is co- 
chairman. 

sw 

Thomas Moore Jr., a student at the University 
of Florida College of Medicine, has been taking 
his basic clerkship in psychiatry at Anclote Manor 
at Tarpon Springs. Mr. Moore has been at the 
institution all summer as a portion of the curric- 
ulum in the third year of training at the College 
of Medicine. 

aw 

The Duke University Medical School is spon- 
soring a postgraduate Medical Seminar Cruise to 
the West Indies this fall aboard the new ‘“‘Kungs- 
holm,” Sweden’s largest transatlantic liner and 
cruise ship. The luxury ship, which will sa‘l from 
New York on November 9, will visit the Virgin 
Islands and San Juan, and will return to New 
York on November 18. Information may be ob- 





COMBINED 
MEDICAL-ELECTRONIC 
RESEARCH UNITS 


Now ready for market following thorough clin- 
ical testing. For rehabilitation of face and 
small muscle groups, post surgical, accidents, 
palsies and metabolic changes with age, proven 
value of the newly developed Model Y-4 has 
been established. Likewise, the supreme value 





U. S. Model 108 


Activator Model Y-4 





of Ultrasonic energy as a decongestant (well known) in painful and inflammatory conditions of 
facial and sinus areas, can now be accomplished by the specially designed U.S. Model 108. Both 
portable for physicians’ office or can be carried in his bag. Both represent a new contribution to 
all branches of medicine and surgery. Manufactured by renowned Zeigler Electronics Company. 


MEDICAL PRODUCTS COMPANY, INC., 


Distributors for Florida 
P. O. Box 34-27 Coral Gables, Florida 
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J. Frorrpa M.A. 
S: PTEMBER, 1960 


FOR SIMULTANEOUS IMMUNIZATION 


AGAINST 4; DISEASES? 


Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 





IT's 
MARVELOUS // 


FABULOUS !/ 








SINCE 
TETRAVAX, 
THE ENTIRE 
CIVILIZED CIVILIZED 
WORLD = 








TETRAVAX. 


PIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases...with fewer injections 


Dose: 1 cc. 


Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
Expiration date is 
on vial for checking even if carton is discarded. 


without damaging carton. 





For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX 1S A TRADEMARK OF MERCK & CO,, INGe 


@-} MERCK SHARP & DOHME, pivision or MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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tained from Dr. W. M. Nicholson, Assistant Dean 
for Post Graduate Medical Education, Duke Uni- 
versity Medical Center, Durham, N. C. 


aw 
Dr. William C. Thomas Jr. of Gainesville, As- 
sistant Professor of Medicine at the University of 
Florida College of Medicine, returned to the 
United States July 24 after having been in Copen- 
hagen, Denmark, where he presented a paper 
entitled “Studies on Mechanism of Formation of 
Renal Stones” at the International Congress of 
Endocrinology. 
4 
Dr. George W. Karelas of Newberry discussed 
“Medical Aspect of Aging” as a part of the pro- 
gram of the Health and Safety Workshop held at 
the University of Florida the week of July 18-22. 
4 
Dr. M. Jay Flipse of Miami has begun serving 
as president of the American College of Chest 
Physicians following his installation at the 26th 
annual meeting of the College held at Miami 
Beach. 


Sw 
Dr. Ralph W. Jack of Miami, Immediate Past 
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President of the Florida Medical Association, serv- 
ed as a delegate from Florida to the Republican 
National Convention held in Chicago the latter 
part of July. 

Zw 
Dr. J. Champneys Taylor of Jacksonville par- 

ticipated in the program of the Southern Obstetric 
and Gynecologic Seminar held at Asheville, N. C.., 
July 28-August 3. Dr. Taylor presented two 
papers; one “Artificial Insemination” on Saturday, 
July 30, and the other “Love and Marriage” on 
Tuesday, August 2. Later that day he also served 
as a member of a conference committee. 


4 
Dr. William H. Everts of West Palm Beach, 
chairman of the legal committee of the Palm 
Beach County Medical Society, was principal 
speaker at the regular meeting of the Palm Beach 
County Bar Association the middle of July. 


4 
Dr. Willett E. Wentzel of Bradenton, president 
of the Manatee County Medical Society, address- 
ed the members of the Manatee County Health 
Council at their regular meeting early in July. 





NEW Design... Appearance... Versatility 





Burdick EK-III Dual-Speed 
Electrocardiograph 


The all-new Dual-Speed EK-III sets a new stand- 
ard in high fidelity electrocardiography for record- 
ing the fine details of rapid small deflections. 
With its sensitive recording system the dual-speed 
paper drive with 50 mm. per second speed to en- 
large the horizontal dimensions of heart complexes 
becomes highly important. Switch from standard 
25 mm. to 50 mm. and back again with no transi- 
tional lag. 


Special Features: 

Simplified top-loading paper drive, single 4-position 
Amplifier/Record switch, convenient ground indica- 
tor, all-new single-tube stylus, jacks for cardioscope 
and D.C. Input connections, rapid lead selection, 
standard 50 mm. records, modern, clean design. 
Without sacrificing quality or utility, the EK-III 
unit is compact and weighs only 22% pounds. 
Call or write us for full details; and if you wish 
we will be glad to demonstrate the EK-III in 
your office. 


Cinderson Surgical Supply Co. 


Phone CHerry 1-9589 Phone ORange 1-5647 Phone Ringling 6-0253 
1934 Hillview St. 


Orlando St, Petersburg Sarasota 


1616 N. Orange Ave. 9th St. & 6th Ave, S. 


ESTABLISHED 1916 


Phone 2-8504 Phone FRanklin 6-8422 
Morgan at Platt 729 S.W. 4th Ave. 
Tampa Gainesville 
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Froripa M.A. 
SEPTEMBER, 1960 


FOR SALE: Established medical practice with 
w, single occupancy medical building. Ample off- 
reet parking. Fully equipped for General Practice 

Internal Medicine. Includes central air condition- 
g and heating, BMR, EKG, X-ray and complete 
uipment, almost new. In fastest growing section of 
reater Jacksonville. Retiring and will work reason- 
ile period with new doctor. Fair valuation and 
rms. Respond to Box 999, P. O. Box 5604, Jack- 
nville 7, Fla. 


MEDICAL BUILDING—FORT LAUDERDALE— 
newly completed—successful—72% rented. Located 
on one of Fort Lauderdale’s major traffic arteries. 
Has definite need for General Practitioner, Internist, 
Surgeon, Dermatologist. For information and litera- 
ture, call or write RoMark Bldg., 3521 W. Broward 
Bivd. Reverse charges accepted. Phone LU 1-0900. 


FOR SALE: 200 M.A. Keleket X-Ray with wall 
cassette, screen, goggles, lead gloves and apron; 15 
M.A. Picker X-Ray; Zimmer Bone set; property of 
an estate. Write Potter, Langbein, Burdick and 
Silvian, 205 Datura Street, W. Palm Beach, for in- 
formation. 


FOR RENT: Air conditioned office in Professional 
building. Off-street parking adjacent to bank, main 
post office, department stores and central plaza shop- 
ping center, the largest in St. Petersburg. Contact Ben 
C. Roe, 21-30th St., S., St. Petersburg, Fla. 


G. U. RESIDENCY: recently approved, three year 
program in large charity and private hospital. Large 
outpatient load. Second year at local V. A. Hospital. 
Full complement of interns and seven other residency 
programs. American graduates only. Director, Medi- 
cal Education, Tampa General Hospital, Tampa, Fla. 
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WANTED: Resident for coverage of Emergency 
Room in 200 bed general hospital. Graduate of ap- 
proved medical school. Contact Holy Cross Hospital, 
Fort Lauderdale, Fla. 


WANTED: Ritter surgical table in good condition. 
Also: office autoclave. Please quote prices. Contact 
P. O. Bex 1211, Clearwater, Fla. 
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DOCTORS OFFICE: Available soon. Ground 
floor, living quarters upstairs if desired. Building 
formerly used as hospital. Present occupant building 
own office. Only one doctor in south half of county. 
Splendid opening. Contact Miss Aurie Lee Beville, 
Bushnell, Fla. 


FOR RENT: Modern well-equipped and furnished 
office. Air conditioned and heated. Established gen- 
eral practice. Ideal beach location. Retiring. Write 
15223 Gulf Blvd., Madeira Beach, St. Petersburg 8, 
Fla. Phone Waverly 1-6510. : 


FOR SALE—OHIO: Excellent 11 room home- 
office, furnished. General Practice established 30 
years. Open staff 70 bed hospital—serves 25,000. 
Fine opening for GP and specialists. Will trade for 
equal value in Fort Lauderdale area. Write 69-387, 
P.O. Box 2411, Jacksonville, Fla. 


LOCATE IN NEW MEDICAL CENTER: Open- 
ing for GP, Urologist, Pediatrician, Obstetrician in 
new home development of 14,000 and growing. Now 
without doctors. Financing available. Contact Soutel 
Pharmacy, 4940 Soutel Dr., Jacksonville, Fla. 


WANTED: Rapidly expanding group seeking In- 
ternist, Ophthalmologist, Otolaryngologist, Obstetri- 
cian-Gynecologist, and General Practitioner. Modern 
Clinic building and Fully Aecredited hospital located 
on Florida west coast. Specialty Board certification or 
Eligibility and Florida license required. Write 69-388, 
P. O. Box 2411, Jacksonville, Fla. 




















NEW MEMBERS 





The following doctors have joined the State 
Association threugh their respective county medi- 


cal societies. 
Active 
Bate, Doris F., Miami Beach. 


Culberson, Jerry D., St. Petersburg 








SOMETHING NEW ...at MEDICAL SUPPLY CO.! 
Lease your equipment and save your cash! 


Check with your Medical Supply representative on the new way to outfit your office 
or modernize your facilities. It's simple—just have the equipment you need delivered 
and pay a monthly rental fee. Let us show you how to save money and have the 


finest facilities at the same time. . . . You will be amazed! 


ORLANDO — GAINESVILLE 


MEDICAL SUPPLY COMPANY « 222233322": 




















DeHaan, Quentin C., Brandon 
Gargano, Fredie P., Miami 


Hayslip, Gordon W., W. Palm Beach. 


Hodnett, James D., Pensacola 
Kasner, David, Coral Gables 
Moore, Gene, Wauchula 

Moore, Margaret Locke, Wauchula 
Nisi, Fred P., Port Charlotte 
Pringle, James C., Miami 
Puente-Duany, Guillermo A., Miami 
Segal, George A., Hialeah 

Urquiola, Joaquin, Tampa 

Wilbur, Ronald E., Fort Lauderdale 
Youmans, Paul L., Chipley 


Associate 


Armbruster, James W., Perrine 
Boyd, George H. Jr., Nokomis 
Burstiner, Jack M., Hialeah 

Dolce, Joseph R., Palm Beach Shores 
Feyer, Horst W., Miami 

Hopman, B. Cornelis., Miami 
Howarth, Mary S., DeLand 
Pellicane, Anthony, J. Jr., S. Miami 
Ross, I. Randall, Miami 

Shaw, E. Russell, S. Miami 

Smouse, William R., Fort Lauderdale 
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OBITUARIES 


Jerome Mayer Greenhouse 


Dr. Jerome Mayer Greenhouse of Hollywood 
died on April 4, 1960 of coronary thrombosis. He 
was 44 years of age. 


The son of Joseph and Birdie Greenhouse, Dr. 
Greenhouse was born in St. Louis, Mo., on Oct. 
15, 1915. He received his elementary, academic 
and medical training in his native city. After com- 
pletion of his public school education, he attended 
St. Louis University and upon graduation continu- 
ed his professional studies there. He was awarded 
the degree of Doctor of Medicine by St. Louis 
University School of Medicine in 1939. He in- 
terned at St. Louis City Hospital and later served 
residencies at the Alexian Brothers Hospital and 
the Barnes Hospital. He then joined the staff of 
the Barnard Free Skin and Cancer Hospital, 
where he became the student and friend of the 


illustrious Zola Cooper. 
In 1955 Dr. Greenhouse located in Hollywood 
and immediately made an excellent reputation as 


(Continued on page 356) 
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PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Wows VZiewe, Bay? 


Professional Protection Exclusively since 1899 


MIAMI OFFICE: H. Maurice McHenry, Rep. 
149 Northwest 106th Street, Miami Shores 
Tel. Plaza 4-2703 
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“I wouldn’t be hooting 
all night if I were able 
to get my beak on some 


TRIAMINIC?® 


to clear up my 
stuffed sinuses.” 















eR ren or 


Your patient with sinus congestion doesn’t give a hoot about anything 
but prompt relief. And TRIAMINIC has a pharmacologically balanced 
formula designed to give him just that. As soon as he swallows the 


...and for humans tablet, the medication is transported systemically to all nasal and 
: paranasal membranes — reaching inaccessible sinus cavities where 
with STUFFED-UP drops and sprays can never penetrate. TRIAMINIC thereby brings 
SINUSES more complete, more effective relief without hazards of topical ther- 
ss apy, such as ciliary inhibition, rebound congestion, and “nose drop 

addiction.” . 


Indications: nasal and paranasal congestion, sinusitis, postnasal drip, 
upper respiratory allergy. 


Relief is prompt and prolonged Each Triaminic timed-release Tablet provides: 
because of this special timed-release action: Phenylpropanolamine HCI .............. 50 mg. 
: Pheniramine maleate ................. . 25 mg. 
Pyrilamine maleate ............. : . 25 mg. 


Dosage: 1 tablet in the morning, midafternoon and at bedtime. 


rst— 
fi the outer layer In postnasal drip, 1 tablet at bedtime is usually sufficient. 


dissolves within 
ae to — ° Each timed-release Triaminic Juvelet® provides: 
ae ae ¥% the formulation of the Triaminic Tablet. 


then—the core Dosage: 1 Juvelet in the morning, midafternoon and at bedtime. 


disintegrates to 
give 3 to 4 more 
hours of relief 


Each tsp. (5 ml.) of Triaminic Syrup provides: 
% the formulation of the Triaminic Tablet. 

Dosage (to be administered every 3 or 4 hours): 
Adults —1 or 2 tsp.; Children 6 to 12—1 tsp.; 
Children 1 to 6 — % tsp.; Children under 1 — % tsp. 


® 
T R I AM I N if * timed-release tablets, juvelets, and syrup 


QD ening noses “a é. and open stuffed noses orally 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska 
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(Continued from page 316) 
clinician, teacher, lecturer and writer. He was 
deeply dedicated to the sciences of dermatology 
and dermatopathology and had instituted the 
foundation for a department of dermatology in 
Memorial Hospital just prior to his sudden death. 
Interests other than professional included art, 
music, literature, aquatic sports and the cultural 
improvement of his community. He was devoutly 
religious, glorying in the great Hebrew religious 
inheritance. 

Dr. Greenhouse was a member of the Brow- 
ard County Medical Association and of the Flori- 
da Medical Association. He also held membership 
in the American Medical Association and _ his 
specialty societies. 


George Paul Beach 

Dr. George Paul Beach of Daytona Beach 
died on June 12, 1960, by drowning in Ponce 
De Leon Inlet near that city in an attempt to save 
the life of his nine year old son, Gary, following 
capsizing of their boat. He was 49 years of age. 
Dr. Beach was born on March 6, 1911, in 
Sandersonville, Ga. Upon graduation from the 
Groveland (Florida) High School, he attended 
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St. Mary’s University in San Antonio, Texas, and 
later the University of Texas in Austin. He also 
attended Emory University in Atlanta, Ga. He 
received his medical training at the University of 
Texas Medical Branch in Galveston and was 
awarded the degree of Doctor of Medicine by 
that institution in 1942. Sigma Chi was his frater- 
nity and Alpha Kappa Kappa was his medical 
fraternity. 

During World War II, Dr. Beach served with 
the 98th General Hospital in Europe, retiring as 
Chief of Orthopedics in 1946. He then served a 
residency in Orthopedics at the University of Okla- 
homa School of Medicine in Oklahoma City and 
during 1947 was a member of the faculty of the 
University of Tennessee College of Medicine in 
Memphis. 

Returning to Florida, Dr. Beach was for sev- 
eral years associated with Dr. John F. Lovejoy in 
the practice of orthopedic surgery in Jacksonville. 
In 1951 he located in Daytona Beach and contin- 
ued to practice his specialty there until he met his 
untimely death. 

Dr. Beach was a member of the Volusia 
County Medical Society and since 1949 had held 
membership in the Florida Medical Association. 
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He also held membership in the American Medical 
As-ociation and the Florida Orthopedic Society. 
He was certified by the American Board of Ortho- 
pec:c Surgery and was a fellow of the American 
Academy of Orthopedic Surgery. 


Surviving are the widow, Mrs. Eunice Beach, 
anc three small daughters, of Daytona Beach; 
anc a brother, Dr. Asa Beach, of San Antonio, 
Texas. 
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Current Therapy—1960. Latest Approved Meth- 
ods of Treatment for the Practicing Physician. Pp. 808. 
Price $12.00. Philadelphia, W. B. Saunders Company, 
1960. 


In this twelfth edition of this series of annual volumes 
on Current Therapy the purpose continues to be to bring 
to the physician authoritative and factual information in 
a form consistent with ready reference and practical ap- 
plication. It is not a book of recent advances only, but 
also is a statement of methods, regardless of date of 
origin, currently employed by outstanding therapeutists. 
The criterion is effectiveness, not necessarily newness. To- 
day’s most useful treatment measures for some 400 
common disorders are concisely described by 308 con- 
tributors, each presenting the treatment he has used most 
successfully in his own daily practice. These measures 
range from alleviating the common cold to managing 
complications in multiple sclerosis. For each disease and 
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disorder, specific and symptomatic treatments are con- 
sidered under individual headings, and in most cases 
therapy is broken down into separate numbered steps. 
Exact dosages are given and prescriptions written out 
when necessary. There are 240 articles which are im- 
proved in some significant manner over last year. They 
are either written by a new author presenting a different 
viewpoint, or show latest refinements in technique, or 
contain completely new and better treatments from the 
best known last year for particular disorders. For general 
physician or specialist, the 1960 volume offers a full 
measure of swift, up-to-date help on specific therapeutic 
methods for management of virtually all common diseases 
and disorders. 


2 


The Physician and the Law. By Rowland H. 
Long, LLB., LLM. Ed. 2. Pp. 302. Price, $5.95. New 
York, Appleton-Century-Crofts, Inc., 1959. 

The purpose of this book is twofold: to afford the 
practicing physician some knowledge of the rules of law 
which govern his conduct in the physician-patient re- 
lationship, and to help the physician who has to appear 
in court as a witness in a case in which it is necessary 
to prove facts relating to injury, disease, and the causal 
relation between injury or disease and death. In this 
second edition cases of importance decided since the issue 
of the first edition are presented and the text has been 
revised and brought up to date. The author states that 
evidence of an alarming increase in the number of mal- 
practice claims is nationwide and that verdicts are truly 
shocking. He cites verdicts in California for $250,000 and 
$210,000, in Tennessee for $200,000, in Texas for $100,000, 
in Florida for $65,000, and one given by a federal jury 
for $123,000. Even more frightening are the inroads being 
made upon sound principles of law, which have shielded 
the medical profession from jury speculation. 

(Continued on page 361) 
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When you want to reduce serum cholesterol 
and maintain it at a low level, is medication more 
s realistic than dietary modifications? 


Maintenance of lowered cholesterol concentration in the blood 
is a life-long problem. It is usually preferable, therefore, 

to try to ubtain the desired results through simple 

dietary modification. This spares the patient added expense 
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a= and permits him meals he will relish. 


The modification is based on a diet to maintain 
optimum weight plus a judicious substitution 

of the poly-unsaturated oils for the saturated fats. 
One very simple part of the change is to cook the 
selected foods with poly-unsaturated Wesson. 

In the prescribed diet, this switch in type of fat 
will help to lower blood serum cholesterol and 
help maintain it at low levels. The use of Wesson 
permits a diet planned around many favorite 

and popular foods. Thus the patient finds it a 
pleasant, easy matter to adhere to the prescribed course. 


Where a vegetable (salad) oil is medically recom- 
mended for a cholesterol depressant regimen, Wesson 
is unsurpassed by any readily available brand. 

Uniformity you can depend on. Wesson has a poly- 
unsaturated content better than 50% . Only the lightest 
cottonseed oils of highest iodine number are selected 
for Wesson. No significant variations are permitted in 
the 22 exacting specifications required before bottling. 





Wesson satisfies the most exacting appetites. To be 
effective, a diet must be eaten by the patient. The 
majority of housewives prefer Wesson particularly by 
the criteria of odor, flavor (blandness) and lightness of 
color. (Substantiated by sales leadership for 59 years 
and reconfirmed by recent tests against the next 
leading brand with brand identification removed, among 
a national probability sample.) 





—y a a hme) he he ee SO ee 


+o *4 * DD os 





VII 


4 





J. Fiorma M.A. 
Sept MBER, 1960 


(Continued from page 357) 

Lr. Long is a distinguished member of the Massa- 
chus:tts and New York Bars and Lecturer in Forensic 
Med.:ine at New York University Post-Graduate Medi- 
cal School. He dedicates this book to Dr. Milton Helnerm 
Chie. Medical Examiner, City of New York, who states 
in the Foreword that this concise, authoritative, and well 
documented text is a contribution to a better understand- 
ing of many important phases of legal medicine which 
shou'd be extremely useful to the medical student, the 
teacher of legal medicine, and the physician in practice. 


aw 

Jewish Medical Ethics. A Comparative and His- 
torical Study of the Jewish Religious Attitude to Medi- 
cine and Its Practice. By Rabbi Dr. Immanuel Jakobo- 
vits. Pp. 381. Price, $6.00. New York, Philosophical Li- 
brary, 1959. 

This first comprehensive treatise on the subject of 
Jewish medical ethics, and indeed on the history of re- 
ligious medical ethics in general, traces the development 
of Jewish and other religious views on medicomoral prob- 
lems from antiquity to the present day. It is profusely 
annotated by references to the original sources in religious, 
medical, legal and historical literature. The subjects 
treated include eugenics, sterilization, abortion, eutha- 
nasia, anatomical dissection, and the attitude toward 
faith healing and irrational medical beliefs. Several perti- 
nent chapters are devoted to the physician in Jewish 
religious law—his studies and privileges, his license and 
legal responsibilities, his professional charges and the 
admission of his evidence. The book should be of special 
interest to physicians, theologians and historians. The 
author, now a prominent New York Rabbi, was until re- 
cently Chief Rabbi of Ireland. He has made frequent 
contributions on medico-religious subjects to scientific 
and rabbinical journals in England and America and 
is an accepted authority on medicine in Jewish law. 
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Ciba Foundation Symposium on the Regula- 
tion of Cell Metabolism. Editors for the Ciba Foun- 
dation, G. E. W. Wolstenholme, O.B.E., M.A., M.B., 
B.Ch., and Cecilia M. O’Connor, B.Sc. Pp. 387. Illus. 109. 
Price, $9.50. Boston, Little, Brown and Company, 1959. 


This is a very important book. The subject matter 
represents that next phase of research into the problems 
of life which must be understood if we are ever going to 
be able to comprehend the fundamentals of health and 
disease. Cellular biochemistry is the basis of all metabolic 
processes, and too little is yet known about it. The 31 
reports included in the book deal with fundamentals such 
as “The meaning of Intracellular Structure for Metabolic 
Regulation,” “Control of Rate of Intracellular Respira- 
tion,” “Alternative Pathways of Electron Transport,” “Me- 
chanisms for Control of Enzyme Synthesis and Enzyme 
Activity,” “Regulation of Growth and Composition of 
the (Bacterial) Cell,” and many others, with the trans- 
cription of the lively discussions which each paper pro- 
voked among the scientists participating in the three day 
symposium. Though the language of some of the reports 
and discussions may be a little above the average doctor’s 
head, no one who peruses the book can help but develop 
a great deal of respect for the workers who are pioneering 
the field as well as some healthy curiosity. Carry that 
curiosity to the point of trying to read any of the papers 
included and you will find yourself absorbed by the 
wonderful facts which are slowly coming to our knowl- 
edge of cell metabolism and by their multiple possible 
implications. The many excellent illustrations help a great 
deal to understand the text better. If not for every old 
practitioner, this reviewer strongly recommends this book 
to every young student, graduate or undergraduate. A 
good portion of the language of medicine in the incoming 
sixties may be learned there. oes 





shock therapy. 


rection of qualified physicians and technicians. 


H. Craig Bell, M.D. 
Robert E. Bennett, M.D. 
Carl J. Hoffman, M.D. 


Robert S. Garber, M.D. 
William L. Long, M.D. 





FAIRMOUNT FARM 


6725 RIDGE AVENUE 
ROXBOROUGH, PHILADLEPHIA 28, PA. 
IVyridge 3-0735 


@ All modern facilities for the treatment of nervous and mental patients .. . 


@ Fairmount Farm is situated on thirty-five acres of land adjacent to Fairmount Park and is convenient to 
transportation. Twelve cottages permit proper placement of the individual patient. 


®@ A clinical laboratory, including facilities for electrocardiography and electroencephalography, under di- 


BOARD OF DIRECTORS 
William W. Wilson, M.D., President and Medical Director 
Frederic H. Leavitt, M.D., Vice-President 
Harvey Bartle, Jr.. M.D., Secretary-Treasurer 
Baldwin L. Keyes, M.D. 
Paul J. Poinsard, M.D. 
E. Lee Porter, M.D. 


Associated Physicians 
LeRoy M. A. Maeder, M.D. 


including insulin and electro- 


Charles Rupp, M.D. 
Nathan S. Schlezinger, M.D. 
J. B. Spradley, M.D. 


Gabriel Schwarz, M.D. 
N. W. Winkelman, Jr., M.D. 
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Richard S. Hodes, Tampa ... 
Ivan C. Schmidt., W. Palm Beach 
Bruce M. Esplin, Miami 
J. Basil Hall, Tavares......... 
Fred H. Albee Jr., Daytona Beach 
William C. Blake, Tampa 


T. Bert Fletcher Jr., Tallahassee... 
Kenneth S. Whitmer, Miami 
Michael DiCosola, Sarasota 
John B. Miale, Miami 
Harry M. Edwards, Ocala ... 
Joseph E. O’Malley, Orlando 
Don C. Robertson, Orlando....... 
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MIAMI MEDICAL CENTER 


P. L. Dopnce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
Electroshock, Hydrotherap 
Diathermy and Physiotherapy when _ indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 


Information on request 
Association 














Votume XLVII 
366 NUMBER 3 





A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach © Supervised Recreational Program 


Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Welliborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accrediiation of Hospita s 





HIGHLAND IIOSPITAL, INC. 
FOUNDED IN 1604 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 





A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CirarMAN Carro_it, M.D. Rosert L. Cratc, M.D. Joun D. Patton, M.D. 
Medical Director Associate Medical Director Clinical Director 
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M.D., Vice Chm.......64............... Miami Beach 
FRAZIER J, PAYTON, M.D.......61...... ...Miami 
District 5—DUNCAN T. McEWAN, M.D. 61. , _ Orlando 
HERBERT E. WHITE, M.D......64.......St, Augustine 
District 6—FREDERICK K. HERPEL, 


_ | a Sea W. Palm Beach 
MILES J. BIELEK, M.D.....63... 


Fort Lauderdale 











District 7—GORDON H. McSWAIN, M.D... ..63 Arcadia 
JOHN M. BUTCHER, M.D.......62...... ..Sarasota 
District 8—THOMAS H, BATES, M.D.....64 Lake City 
WILLIAM C. THOMAS SR., 
it Se: ee ee Gainesville 
ARCHIVES 
CLIFFORD C. SNYDER, M.D., oa 7 aa 61... Miami 
SAMUEL S. LOMBARDO, M.D... 4 ~~ Jacksonville 
RAYMOND H. CENTER, M.D.. ite RR : ..Clearwater 
DANIEL H. MATHERS, M.D....C-64 ‘ Sanford 
SCHEFFEL H. WRIGHT, M.D....DD-62.00.20...0..-::ccseenseeeseseeeeeeeeeee Miami 
COUNCIL ON LEGISLATION 
AND PUBLIC AGENCIES 
H. PHILLIP HAMPTON, M.D., Chm.....0........ Tampa 


STATE LEGISLATION 
WARD R. ANNIS, M.D., Chm......D-64...... Miami 
i L-61...... Coral Gables 
Jacksonville 


B-63 Tampa 
WALTER ‘a GLENN JR., ”M.D...C-61 Fort Lauderdale 


Subcommittee 

Liaison with State Agencies 
EDSON J. ANDREWS, M.D., Chm.. Tallahassee 
PAUL S. JARRETT, M.D—Alcoholic Rehabilitation........Miami 


H. PHILLIP HAMPTON, M.D. (H.S.I.) S.B.H.. ...Tampa 
WILLIAM W. RICHARDSON, M.D. 

¢ § Set} Graceville 
GEORGE S. PALMER, M.D.— 

Children’s Commission Tallahassee 
EDSON J. ANDREWS, M.D.— 

Council for the Blind Tallahassee 
FRED MATHERS, M.D.— 

Crippled Children’s Comm. Orlando 
ALBERT E. McQUAGGE, M.D.— 

Div, of Child Training. . : Marianna 
RAYMOND J. SCSPATEE, M. a 

Se A eee oni Gainesville 
WILLIAM M. C. WILHOIT, M.D.— 

Div. of Mental Health Pensacola 


WARREN W. QUILLIAN, M.D.— 
Education Dept.. Coral Gables 
CHARLES LARSEN iR., M.D.— 
Industrial Commission Lakeland 
EUGENE G. PEEK JR., M.D.—Public Welfare eee Ocala 
LAWRENCE E. GEESLIN, M.D.— 


Tuberculosis Board....... . Jacksonville 
LUTHER C. FISHER JR., M.D.— 
Vocational Rehabilitation.................. Pensacola 
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H. PHILLIP HAMPTON, M.D., Chm Tampa 
JERE W. ANNIS, M.D Lakeland 
D R. A IS, M.D Miami 
MADISON R, POPE, M.D Plant City 
LEO M. WACHTEL JR., M.D ksonville 
FRANCIS T. HOLLAND, M.D If llah 
. JACK Miami 
LEROY H. OETJEN, M b Leesburg 
Jj. G Fort Lauderdale 
MELVIN M. SIMMONS, M.D Sarasota 
WALTER E. MURPHREE, M.D Gai ille 
Subcommittee 
Liaison with Federal £ Agencies 
ROY E, CAMPBELL, M.D., Chm Palatka 
me A. DOBBINS jR., Ma 
of Defense Fort Lauderdale 
TERE” Ww. ANNIS, M.D.—Dept. Health, 
Education and Welfare Lakeland 





ROBERT 4 an eae Bes te of Justice... Tallahassee 
P. G. BAT AB D.—Dept. of Labot...................... Pensacola 
ROY E. CAMPB Ti, M.D.—Dept. of Veterans Adm.....Palatka 
COUNCIL ON MEDICAL ECONOMICS 
FLOYD K. HURT, M.D., Chm Jacksonville 








ADVISORY TO BLUE SHIELD 
—_ ~ M. OVERSTREET jR., M.D., 


W. Palm Beach 
Jacksonville 
Pensacola 


























....aytona Beach 


Orlando 
Miami 
4 7 Miami Shores 
JAMES L. ANDERSON, M.D... ..D-63 Miami 























HUGH J. FORTHMAN, M.D......D-64 Miami 
COMMERCIAL HEALTH INSURANCE 
DUNCAN T. McEWAN, M.D., yi heed C-62. Orlando 
BURNS A, DOBBINS IR. M.D... 61... Fort Lauderdale 
JOHN H. ae M.D......A-64 Jacksonville 
EUGENE B. MAXWELL, M.D... ot ~ sissceecictolciecccassn 
HUNTER B, ROGERS, M_D..... Miami 
FEE SCHEDULES 
ROBERT E. ZELLNER, M.D., Chm.......C-63.... Orlando 
HENRY J. BABERS jR., M.D...... Al 61... ao --Gainesville 
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a m. Petersburg 
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INDUSTRIAL MEDICINE 









CHARLES LARSEN JR., — Chm.......B-62 .ssueeeeadl, @keland 
LLOYD J. NETTO, M D.....C-6 . Palm Beach 
Pry H, OETJEN, Leesburg 


D ALE 
URICE M. GREENFIELD, — RS SSS _Miami 














Pp AG. BATSON JR., M.D......A Pensacola 
MEMBERS INSURANCE 

FLOYD K, HURT, M.D., Chm = meme "4 

SHERMAN B. FORBES, M.D.....AL-61... en nee ampa 

MELVIN M. SIMMONS, M.D.....B-63 “Sarasota 

BENNETT J. LACOUR JR. M.D. a x ana ‘Daytona Beach 

E. WASHINGTON DOWLEN, ih. aS Miami 


COUNCIL ON MEDICAL EDUCATION 
AND HOSPITALS 













WALTER J. GLENN JR., M.D., Chm....................... Fort Lauderdale 
HOSPITALS 

WALTER J. GLENN JR., M.D......Chm.......C-64.....Fort Lauderdale 

C. BURLING ROESCH, M.D.....AL-61. .... Jacksonville 

RAYMOND B. SQUIRES M.D......A-61. .....Pensacola 

MADISON R. POPE, MD. vale B63 Plant City 


Coral Gables 


INTERNSHIPS AND RESIDENCIES 
UGH A. CARITHERS, M.D., Chm......AL-61............ Jacksonville 





MAX MICHAEL JR., gy RES Jacksonville 
DAVID P. BAUMANN, M.D.......B-62 Tampa 
ACHILLE A. MONACO, M.D.......C-64...-cccccccccsessee-« Daytona Beach 
RALPH S. SAPPENFIELD, M.D....D-63 oo cccccccncene Miami 


Votume XLVIT 
NuMBER 3 


PHYSICIAN PLACEMENT* 








MELVIN M. SIMMONS, M.D., Ch Eo ie 

RICHARD C. CLAY, M.D...AL-61._ aacanentatte Ta 
IK pay 

HOMER L. PEARSON JR., M.D....D-64... — Miami 





*This committee shall also serve as advisory committee t t 
Board of Health for Medical Student Scholarships. “= 


MEDICAL SCHOOLS 








EDWARD W. CULLIPHER, M.D., Chm........................... .Miami 
THOMAS O. OTTO, M.D....... AL-61 Miami 
wear K. SHOREY, M.D.—Faculty, 
U. Miami ..._Miami 
GEORGE i? HARRELL, M.D.—Faculty, 
of Florida Gainesville 





WALTER E. MURPHREE, M.D.— 
Alachua Co. Med. Soc. A-62 
—, W CULLIPHER, M.D.— 


Gainesville 



























Dade Co, Med. Assn. D-63 Miami 
JAMES N. PATTERSON, M.D....B-61 Tampa 
BRADFORD C. WHITE, M.D .... Orlando 

COUNCIL ON MEDICAL SERVICES 
MARION W. HESTER, M.D., Chm Lakeland 
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LOUIS L. AMATO, M.D., Chm.......C-64................. Fort Lauderdale 
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JAMES A. WINSL Tampa 
SAMUEL GERTMAN, M.D. Miami 
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V. MARKLIN pounes ‘. D., Com, a - 63.....W, Palm Beach 
GRETCHEN V. SQUIR M.D ..Pensacola 
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JAMES N. PATTERSON, M.D.....B-61.. ‘ampa 
O. WHITMORE BURTNER, M.D....D-64 Miami 
CANCER 
ROBERT F. DICKEY, M.D., Chm.....D-6 Miami 


WILLIAM A. VAN NORTWICK, MLD... > 61... Jacksonville 
JOHN J. BAEHR, M.D... Pensacola 
FRANK T. LINZ, M.D... “pen 
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WILLIAM J. KNAUER jR., M_LD......A-63... .......J acksonville 
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SIDNEY E, DAFFIN, M.D. asoad 
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H. PHILLIP HAMPTON, Me D Bios |. .Tampa 
NELSON ZIVITZ, M.D... Miami Beach 

















LABOR 
JAMES E. COUSAR III, MD. Gm. = AL-61... —Jacksonvilie 
COLLIN F. BAKER JR., aD. ES : Tampa 
PAUL F. BARANCO, M.D...... Pensacola 
THEODORE J. KAMINSKI, MD. ..C-62.... ...Melbourne 
EDWARD R, ANNIS, M.D.....D-6 Miami 
MATERNAL WELFARE 

J. M. INGRAM JR., M.D., Chm...... Al- 61... Tampa 
JOSEPH W. DOUGLAS, M.D.....A-6 vnannnnevPensacola 

WATSON, M.D.....B- Lakeland 





Sanford 
...Miami 





Ss. 
WILLIAM ¥. 
RICHARD F, STOVER, ”M_LD.....D-63. 





LVIT 


asota 
liami 
anna 
‘ierce 
liami 
> the 


iami 
liami 


iami 
ville 
ville 
iami 
impa 
ando 


land 


dale 
erry 
ville 


jami 


ach 
cola 
ville 
m pa 
ami 


ami 
“ille 
cola 
npa 
ndo 


ples 
ille 
ton 
ndo 
imi 


ind 
see 
ille 


ile 
en 
\do 











a M.A. 
cr, 1960 


J. Fror 


SePTEM 


MENTAL HEALTH 
WILLIAM M. C. WILHOIT, M.D., Chm ioe A-62..........Pensacola 








SULLIV AN G. BEDELL, MD. sewn nnsnnene.. Jacksonville 

ZACK i-USS JR., M.D.....B-61 Tampa 

JAMES WW, E INGER MD.Céa Rockledg 

BERNAXD GOODMAN, M.D....D-63........... ‘Miami Beach 
PUBLIC HEALTH 

M. EUCENE FLIPSE, M.D., Chm.....D-62.............Miami 

GORDON H. McSWAIN pied. i Arcadia 


Jacksonville 






LOREN/O L. PARK meme 
LEFFIE. M. CARLTON ‘it, “MDE 63... - ‘amp 
CLARENCE L, BRUMBACK, M.D....C-64.....W. Paim Beach 


RURAL HEALTH 











GEORGE ¥- KARELAS, M.D., Chm......A-64.................. gilouberry 
FRANCIS T. HOLLAND, M.D... AL-61 

LOUIS S. MOORE, — = B-63. Naples 
WILLIAM T. GIST, M.D... C-62 Canal Point 
ELMER J. EISENBARTH, _ 3 " ey Marathon 


SCIENTIFIC COUNCIL 
THAD MOSELEY, M.D., Chm 


THE JOURNAL AND OTHER PUBLICATIONS 


SHALER RICHARDSON, M.D., Chm .—Editor. Jacksonville 
Jacksonville 





Jacksonville 









D. —Publication 
KENNE TH A. MORRIS; M.D.—Abstracts.... 














WALTER C, JONES, M.D.—Abstracts..............sccssssnesseeesseneeee 
THOMAS S. EDWARDS, M.D.—Abstracts..... Jacksonvitie 
ERE W. ANNIS, M.D.—Editorials. 

OHN M., PACKARD, et we a cccccatincclil , coe 
JOSEPH j. girttrtty HAL, M.D.—Editorials Jacksonville 
CARLOS P. LAMA M.D.—Book Reviews... Miami 





GEORGE T. HARRELL: M.D.—Book Reviews 
W. DEAN STEWARD, M.D.—Book Review. ....................... Orlando 
HAWLEY H. SEILER, M.D.—Advertising...... 
WILSON T. SOWDE M.D.—Advertising... 

TAMES H. FERGUSON, M.D.—Advertising....... 


POSTGRADUATE EDUCATION 








JAMES L. pom. M.D., Chm.....AL-61.................. Jashannvitie 
WILLIAM -qtHOMAS jr M.D......A-63 
ALBERT Ge G JR., M.D....... B-6 mn 





¥. MARKLIN" JOHNSON, Mtb bees C-6 W. Palm Beach 
JOHN V. HANDWERKER JR., M.D...... pea Pecan Key Biscayne 














RESEARCH 
JAMES J. eget M.D., Chm......D Miami 
NICHOLAS A TIERNEY, M.D ced . See Miami Beach 
KARL B. HANSON, M.D Jacksonville 
JAMES N. PATTERSON, | MD B Tampa 
LOUIS M. ORR, M.D Orlando 


SCIENTIFIC WORK 
THAD MOSELEY. = D., Chm... 4-64... 






..St, Petersburg 
Fort Pierce 


FRANZ H. STEWART, M.D....D-62 Miami 


COUNCIL ON SPECIAL ACTIVITIES 


WILLIAM C, ROBERTS, M.D., Chm..........................Panama City 


ADVISORY TO WOMAN’S AUXILIARY 
GORDON H, IRA, M.D., Charme... A-63 oonccccccccccccccccssseeeee Jacksonville 





















































TAYLOR W., GRIFFIN, M.D... A-61 Quincy 
CHAS. McC. GRAY, iD ae B61 Tampa 
LEE ROGERS JR., M.D......C-64 Cocoa 
L. WASHINGTON DOWLEN, M.D....D-62........... Miami 
BOARD OF PAST PRESIDENTS 

SHALER RICHARDSON, M.D., Chm., 1946..............Jacksonville 
RALPH W. M.D., Secy., 1959. Miami 
FREDERICK. ; CO aas D, ean Jacksonville 
WILLIAM M. RO ‘IT, M.D., 1933 Tampa 
HOMER L. MBEARSON IR M.D., 1934 Miami 
HERBERT L. BRYANS, M.D., 1935 

ORION O, FEASTER, = Long Beach, Miss. 
EDWARD JELKS, M.D., 1937 ville 
LEIGH F. ROBINSON, MD, "re: Fort laa 
WALTER C, JONES .D., 41 Miami 
EUGENE G PEEK $§R., MD., 1943 Ocala 
WILLIAM C. THOMAS SR., M.D., 1947 ille 

T, MD., 


St. Augustine 
Ss. ‘ampa 
Jacksonville 


Orlando 
Miami 

St Petersburg 
Panama City 
L bol da 


HERBERT E. WHITE, M.D., 1950 
DAVID R. MURPHEY JR., MD. 

















I ° 
WILLIAM C. ROBERTS, MD.» 1957 
JERE W. ANNIS, M.D., 
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A.M.A, HOUSE OF DELEGATES 
REUBEN B. CHRISMAN JR., M.D., 
Coral Gables 
FRANK D. GRAY. MD. Alternate Gree 
(Terms expire Des. 31, 1962) 
FRANCIS T. HOLLAND, M.D., Tallah 
MADISON R. POPE, M.D., Aone En Plant City 





(Terms expire Dec. 31, 1 
MEREDITH MALLORY, M.D., Delegat Orlando 
EUGENE G. PEEK JR., M.D., Alternate Ocala 
(Terms mg Dec, 31, 1961) 
BURNS A. DOBBINS JR., » Delegate.......... Fort Lauderdale 
WALTER E. MURPHREE, Me. Alternate.................. Gainesville 
(Terms expire Dec. 31, 1961) 








LIAISON WITH COUNTY MEDICAL SOCIETIES 








WILLIAM C. ROBERTS, M.D., Chm.....A-63.......Panama City 
HERBERT E. WHITE, M.D... AL-61................. St. Augustine 

RE W. ANNIS, M.D....B-64 Laheland 
DUNCAN T. McEWAN, M.D....C-62 Orlando 
JOSEPH S, STEWART, M.D....D-61 Miami 





COUNCIL ON SPECIALTY MEDICINE 








T. BERT FLETCHER JR., M.D., Chm.......................1 allahassee 
Allergy ’ 

I, IRVING WEINTRAUB, M.Doo.cccccccccccoceeccee-------- Gainesville 
Anesthesiology 

RICHARD S. HODES, M.D......... sisnlesiiaieabasaiabiaabaianteie Tampa 
Chest Physicians 

Wan &. Gees, 6D... W. Palm Beach 
Domeee 

RUCE M., ESPLIN, M.D Miami 


General Practice 


ELMER B, CAMPBELL SR., M.D.....c:cccco---------St. Petersburg 


General Surgeons 





RICHARD M, FLEMING, M.D Miami 
Health Officers 
J. BASIL HALL, M.D Tavares 





Industrial and Railway Surgeons 
FRED H. 


ALBEE JR., M.D. Daytona Beach 



























































Internal Medicine 
WILLIAM C. BLAKE, M.D Tampa 
Neurosurgery 
IRWIN PERLMUTTER, M.De.......:.ccscscssscssssssssseeeseeeeeed Coral Gables 
Ongenies and Gynecology 
RT FLETCHER JR., M.D. .... allah 
Ophthalmology and of tee 
KENNETH S. WHITMER, M.D Miami 
Orthopedic 
MICHAEL A. DiCOSOLA, M.D Sarasota 
Pathology 
JOHN B. MIALE, M.D. Miami 
Podiawtce 
ARRY M. EDWARDS, M.D Ocala 
Plastic Surgery 
JOSEPH E. O’MALLEY, M.D Orlando 
Proctology 
DON C. ROBERTSON, M.D Orlando 
Psychiatry 
SAMUEL G. HIBBS, M.D Tampa 
Radiology 
JOHN S. STEWART, M.D. Fort Myers 
Surgery 
DONALD W. SMITH, M.D Miami 
Urology 
HENRY L. SMITH JR., M.D Tallahassee 
INVESTMENT TRUST COMMITTEE 
FLOYD K HURT, M.D., Chm Jack ille 
SAMUEL M, DAY, M.D Jacksonville 
SHERMAN B. FORBES, M.D ‘ampa 
; M.D Miami 
EDWARD JELKS, M.D Jacksonville 
JOHN D. MILTON, M.D Miami 





LEGAL COUNSEL 
MARKS, GRAY, YATES, CONROY & GIBBB.......... acksonville 


CERTIFIED PUBLIC ACCOUNTANTS 
LUCAS, CATHERWOOD & ASSOCIATEG................... Jacksonville 
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